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Happy Mealtimes make 
a vital contribution to 


_ ounces and inches are only part 
of the benefit a baby derives from 
happy mealtimes. 

Zestful enjoyment of eating hasa pro- 
found effect on good nutrition and also 
on a baby’s whole personality develop- 
ment. 

As soon as one of your young patients 
is ready for solids, you can recommend 
Beech-Nut Foods with complete confi- 
dence in their fine nutritive values and 
in their appealing flavor. With so many 
tempting varieties to choose from, meal- 
times can be happy for your young pa- 
tients from the very start. 


A wide variety for you to recommend: 
Meat and Vegetable Soups, Vegeta- 
bles, Fruits, Desserts— Cooked Cereal 
Food, Strained Oatmeal, Cooked Bar- 
ley 


Babies love them...thrive on them! 
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HELPFUL SAUNDERS BOOKS 


New! 


Winters’ Body Mechanies 
and Hygiene 


This mew manual is one of the most complete guides in Protective 
Body Mechanics available to the nurse and instructor. It is unique 
in that it illustrates the “why” and “how” of body mechanics 
principles in health and nursing. Principles are related to techniques 
throughout. 393 illustrations and a large size format increase the 
usefulness of this book. 


By MARGARET CAMPBELL WINTERS, R.N., P.T., Instructor in Nursing, Van- 
derbilt University School of Nursing, Nashville, Tennessee. 150 pages, 393 illustra- 
tions. Just Ready! 


Yeu! The Encyclopedia of Nursing 


The first and only book of its kind—an encyclopedia that covers every phase of the nursing 
projession. The public health nurse will find this book a veritable storehouse of nursing 
information on just about every question that may arise. All of today’s nursing texts were 
checked to secure the complete and authoritative data included. There are detailed articles 
on the individual diseases, considering etiology, symptoms, diagnosis, treatments, and nurs- 
ing care. This is a book you will refer to again and again. 


Prepared under the editorial supervision of LUCILE PETRY, M.A., R.N., Chief Nurse Officer, U. S. Public Health 


Service 111 pages. $4.75. New! 


Cady’s Nursing in Tuberculosis 


Here, in one book, is the complete nursing care of the tuberculous patient. The public 
health nurse will learn how to teach not only her patient—but the patient’s family as well 

the means for easing present discomfort and preventing further inroads of the disease 
upon the community. And she will be able to help the patient with home and_ social 
problems. 


By LOUISE LINCOLN CADY, R.N., B.S., Coordinator, Nursing Education in State Sanatoria with Connecticut State 
Puberculosis Commission. 481 pages, illustrated. $4.00, 
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Leahy and Bell's Teaching Methods 
in Public Health Nursing 


This important new book provides a complete survey of the 
modern teaching methods—both individual and group—which are 
used by nurses in the public health field today. The book was 
written for students of public health nursing in graduate professional 
programs and for staff nurses in the field. 


The authors discuss hospital and health agencies; they show how 
health teaching applies to the home, the clinic, to schools, to industry, 
and to community groups—both rural and urban. The book stresses 
factors that influence learning experiences and covers the various 
methods of teaching. Visual aids are described in detail. All of 
these are discussed from the actual experience of the authors. 


By KATHLEEN, M. LEAHY, R.N., M.S., Professor of Nursing, University of Washington; and AILEEN TUT- 
TLE BELL, R.N., M.P.H., formerly Health Educator, Seattle and King County (Washington) Department of Public 
Health. 220 pages, illustrated. $3.50. New! 


Freeman’s Publie Health Nursing Practice 


A truly practical guide to help you put into use modern methods and procedures in public 
health nursing. The book is designed as a textbook and as a handbook for the nurse in prac- 
tice and the health officer. 


Miss Freeman stresses the place of the public health nurse on the health team—she covers 
thoroughly the subject of family nursing care, considers in detail the administrative aspects, 
and discusses the professional aspects of public health nursing. There is material on ar- 
ranging schedules; planning by the month, week, day, or year; on office procedures; on 
gaining the confidence of the patient; and on how the nurse may use the various com- 
munity resources at her disposal. Included, too, is information on analyzing health needs: 
planning for health action; and on public health nursing in clinics. 


By RUTH B. FREEMAN, R.N., B.S., M.A., Associate Professor of Public Health Administration and Head of 
Division of Public Health Nursing, Johns Hopkins University School of Hygiene and Public Health. 332 pages. $3.50. 
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Rehabilitation Nursing 


By ALICE B. MORRISSEY, B.S., R.N. 
Foreword by HOWARD A. RUSK, M.D. 
A new book that focuses attention on an area of real challenge to 


nursing. In a _ confident, oe style the author answers 
such as: 


. What contributions can nurses make toward rehabi! ating 
a ‘disabled people of the world? 


2. What is the nurses responsibility toward bantiveneed in- 
dividuals? 


3. What plans can nurses make to assume their rightful places 
alongside the doctor in programs of rehabilitation that are spring- 
ing up throughout the country? 


4. How will the nurse with dynamic assurance begin to teach 
and to preach the doctrine of rehabilitation of the disabled and 
the handicapped ? 


Published November 1951 299 pp. illustrated $5.00 
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The Nin 


Ax ANCIENT philosopher taught: it is 
not from what one stems but what one grows 
into that is important. By our own actions 
at the Biennial Convention we, the members 
of the Nopun, joining with others have be- 
come the National League for Nursing. We 
take with us into the new organization all the 
strengths and values developed in the earlier 
one, and we are further enriched by all that 
the other founding members bring, too. A 
new road opens before us bright with promise 
» for the future. 

The thousands who attended the convention 
in Atlantic City were especially privileged to 
participate in a historic event, but they also 
have a special responsibility—a responsibility 
to share with their coworkers and others in 
their communities their broad understanding 
of the new structure of professional nursing 
and to promote the principles on which the 
NIN is founded. 

One disappointment was faced and accepted 
early in convention week. The members of 
the American Association of Industrial Nurses 
at their annual meeting in April voted not to 
disband their organization at this time. It 
had been a fond hope that the NLN, carrying 
out the members’ wishes that it represent all 
organized nursing services as well as organ- 
ized nursing education, would include from the 
beginning a department of industrial nursing 
services. However the new NLN board, at 
the request of the large group of industrial 
nurses assembled at the convention, appointed 
a committee on industrial nursing te work on 
new plans for the group in NLN as rapidly as 
possible. 


The Nin will start off with departments of 
hospital nursing services and public health 
nursing services in the division of nursing 
services. In the division of nursing education 
there will be the department of diploma and 
associate degree programs and the department 
of baccalaureate and higher degree programs. 
At the first meeting of the board of the NLN 
an interdivisional council to work through es- 
tablished channels toward the improvement of 
organized psychiatric nursing services and 
education for these services was established. 
This had been petitioned for by many hun- 
dreds of psychiatric nurses. 

The summer will be a period of transition, 
a period of moving forward into new patterns 
while carrying on essentials of programs al- 
ready in effect. Although the Nopun will 
have to continue as a legal entity until court 
approval of transfer and assets is given (we 
hope within sixty days) it will move into the 
new organizational pattern for its program 
and services as rapidly as sound plans can be 
made. Most of the service activities of the 
NopHN will be carried on in the department 
of public health nursing services; the educa- 
tional activities fall largely into the program 
of the department of baccalaureate and higher 
degree programs. 

The NLN provides new channels for action 
and communication, The board of directors, 
elected on June 20, held its first meeting on 
June 21. By fall the steering committees 
should be in action. Ballots for the election 
of members to the departmental steering com- 
mittees will soon be mailed. The steering 
committees for the divisions, made up of the 
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steering committees of the departments in 
each division, will then come into being auto- 
matically. To vote thoughtfully is the first 
request made of the new membership. The 
steering committees are pivotal groups on 
which the new organization will revolve. 
Those elected to serve on the committees carry 
a serious responsibility—but no greater than 
that of the individual member who helps to 
elect them. 

The charter members of the NLN—thuse 
who were active individual or agency members 


of the NopHN, NLNE, and Acsn at the time 
of the reorganization and those who join be- 
fore October 1, 1952—come together in an 
organization which we created with confidence. 
Because it is a continuation of the best of 
what we have had in the past, strengthened 
by the agreements we have arrived at through 
years of working together, we have every 
right to be proud of our own creation. Dur- 
ing the convention we consulted not our fears 
but our faith and hopes. We know faith and 
hope and good hard work will take us far. 


Nin Elections 


Wai FIRST meeting of the National 
League for Nursing was held on Friday, 
June 20, 1952, in Atlantic City. One of the 
first pieces of business was the election of the 
board of directors to hold office until the next 
NLN convention in June 1953. This board 
was elected according to the interim proced- 
ures established by the bylaws of the new 
organization. The procedure provided for a 
fixed slate prepared by the Committee on 
Agreements. The board was unanimously 
elected by the membership and immediately 
retired to elect the officers, also provided 
for in the interim procedure. The group 
elected as the first president of the NLN Ruth 
Sleeper, R.N., director, school of nursing and 
nursing service, Massachusetts General Hos- 
pital, Boston. The other officers are first vice- 
president, Frances C. Thielbar, R.N., chair- 
man of nursing education, University of Chi- 
cago; second vice-president, Mrs. Arthur H. 
Spiegel, Chicago, nonnurse member active in 
many nursing associations and a member of 
the last board of directors of the NLNE; 
third vice-president, Dorothy Wilson, R.N., 
executive director, VNA, New Haven, Con- 
necticut; treasurer, L. Meredith Maxson, 
First Boston Corporation, New York; and 
secretary, Anna Fillmore, R.N., New York. 
The board also appointed Anna Fillmore gen- 
eral director of the NLN. 


The names and identification of the remain- 
ing board members will be reported on next 
month. 

The new board assures representation from 
all the organizations forming the NLN. The 
members represent all major sections of the 
United States, the fields of service and educa- 
tion, private duty, general duty, psychiatric 
nursing, tuberculosis nursing; there are staff 
nurses, educators, and administrators, and 
both nurse and nonnurse members. In intro- 
ducing the board members to the membership 
Miss Sleeper said, “They will speak in your 
interests as faithfully as they can in the com- 
ing year. There is before us a tremendous 
possibility for developments in nursing. The 
whole is greater than the sum of all its parts. 
We have been three and we are now one 
whole; in addition, we have new members 
who did not belong to any of the three merging 
organizations. We have infinitely greater pos- 
sibilities for organized nursing services and 
for education than we have ever had before, 
because instead of three interests we now have 
one interest toward which we all can work.” 


Further details of the NLN board meeting 
will be given in the overall convention report 
in the next issue. 


Hail and Farewell — Nopxn 


THE HONORABLE FRANCES PAYNE BOLTON 


I HAVE come to this last rally banquet 
with so many mixed emotions that I find ! 
must use all the restraint I have to keep my 
heart from interfering with the few words it 
is my privilege to say to you tonight. 

Our gracious chairman wrote me in January 
that I was to make a “short speech.” What 
an order for one whose life for a quarter of a 
century wove itself in and out and around 
our beloved NopHn! I have spent no little 
time in these past few months trying to build 
a framework within which to confine the much 
that clamors to be said within a reasonably 
short time. Not one of you will know what 
the deletions have cost me, but I shall waste 
none of my precious minutes trying to tell you. 

Madam Chairman, this is the second time 
that I have participated in the dissolution of 
a national nursing organization and its absorp- 
tion into a larger group—first the Naccn and 
now my beloved Nopun. Is it because nurses 
have a peculiar dislike for unnecessary forms, 
for overlapping functions, for unrequired and 
outgrown methods? Is it perhaps also that 
nurses are women and as such know that life 
is a progression, an evolution from one vision 
to another—that the death of a beloved being 
may be an inevitable part of the birth of a 
freer, larger, more contributing life? 

Tonight this NopHN of ours takes her seat 
among those who have made dramatic and 
lasting contributions to yesterday's ten thou- 
sand years. May the Great Mother of all 
life welcome her and bless all those who have 
given service to the children of men through 


Mrs. Bolton has been a valued friend of the Novun 
and of all nursing. She has been closely associated 
with the Nopun and has been a member of the Ad- 
visory Council. She presented this paper at the 
Rally Dinner in Atlantic City, June 17, 1952. 


constantly evolving methods and procedures 
until the moment came for abscrption into a 
larger form of service. 

No, I was not of that wonderful first “group 
of prominent nurses” who in 1911 sat down 
together to devise “a policy which | would| 
protect the ideals and standards of visiting 
nursing from encroachment.” Alas, I was not 
a nurse. What a wonderful joint committee 
that was—Miss Delano, Miss Kerr, Miss 
Crandall from the Ana, Miss Foley, Miss 
Beard, and Miss Gardner from the Society of 
Superintendents of Training Schools, with 
Miss Wald as chairman. 

I do not remember when my actual mem- 
bership in the NopHn began. But I do re- 
member that we laymen were eyed with mis- 
giving and apprehension by the ANA and the 
League. Years later Mary Beard, long presi- 
dent of the Nopun, and I were made honor- 
ary members of the League—truly a red letter 
day for me. But when war came in 1917 and 
I went to Washington with my husband and 
three small boys I found myself on a special 
committee to raise the $18,000 needed as war 
emergency funds—think of it, $18,000! 

During the preceding years the NopHN had 
been busily carrying out its purpose “to stim- 
ulate the general public and the visiting nurse 
associations in the extension and support of 
public: health nursing service, to facilitate har- 
monious cooperation among the workers and 
supporters, and to develop a standard of ethics 
and technics,” and, in addition, “to act as a 
clearinghouse for information for those in- 
terested in such work”—all this being done 
almost singlehandedly through its executive 
and field secretary, the unforgettable, dy- 
namic, tireless, practical, visionary Ella Phil- 
lips Crandall, of whom the Quarterly said: 
“Those who know our secretary will feel that 
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her quickness of understanding, warm human 
sympathy, and ability to see impartially the 
equal claims of all associations make her very 
truly the one to resolve differences into accord 
and unrelated parts into the harmony of a 
national whole whose spirit shall transcend 
and preserve the letter which embodies it.” 

Nor did she concern herself only with or- 
ganizations. Early in her service she went 
out into the isolated areas—tramping over the 
mountains, driving across the plains, bringing 
to the isolated nurses and organizations the 
sympathy and wise understanding of her rare 
spirit. This drawing together of isolated 
groups and individuals was one of the im- 
portant parts of the work of the NopHn. The 
record tells that in the year 1915 alone Ella 
Crandall’s travels covered a distance of 82,021 
miles, during which time she made eighty- 
three addresses in cities and towns throughout 
the United States. 


N MY arrival in Washington in 1917 I 
found Miss Crandall already the repre- 
sentative of the three national organizations 
on the Council of National Defense, launched 
upon the task of securing a war status for 
public health nurses so that they would not 
flock to the colors and thus leave the country 
at the mercy of whatever plague might come. 
“T don’t think,” wrote Elizabeth Fox in Pub- 
lic Health Nursing of May 1937, “we have 
ever really appreciated the sacrifice that these 
nurses made in staying behind while all the 
others went.’ One shrinks from imagining 
what would have happened without them when 
that hideous nightmare, the influenza epi- 
demic, swept from coast to coast in less than 
three weeks to take more American lives than 
were lost in the war itself. 

Do you remember how the Nopun, joining 
with the American Red Cross, made every 
little public health nursing agency into an 
emergency organization? Around these little 
nuclei of two or three nurses was built a corps 
of volunteers. Houses, churches, halls were 
turned into hospitals. Do you remember how 
gallantly these groups worked side by side 
day and night, and many laid down their lives 
—volunteers and nurses alike? 

With the war and the flu had come a new 
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appreciation of the meaning of the public 
health nurse in the life of America. 

Miss Crandall resigned in 1920, believing 
the time had arrived when the national head- 
quarters should be so organized that the 
NopHN could grow continuously through the 
years to come, as the need for it might grow. 

We of the NopHn met regularly and often, 
joining with the ANA and the League for much 
of the necessary work of coordination of the 
nursing forces of the country. These were 
wonderful meetings, filled with the creative 
pioneer spirit, running over with determina- 
tion. Step by step was built a new conscious- 
ness of public health nursing and all it could 
mean—each step leading inevitably to this 
moment. 

I loved my association with the wonderful 
women with whom I served on the board. 
The glow goes with me all my days, even 
though I have had to miss the closer contacts 
in these later years. To me the whole organ- 
ization has always been a source of peculiar 
stimulation and inspiration. There is to be 
had in its headquarters office today, as there 
always has been in that office, an impression 
of an immense volume of effective work—all 
being done with zest. I like to think that 
this reflects the devotion and singlemindedness 
of Ella Crandall, of whom it was said that she 
“did a prodigious amount of work, laboring 
with glee.” Certain it is that all who have 
been part and parcel of the Nopun, both 
nurses and laymen, have had the rare capacity 
of “always looking past the litter of details to 
the vision on the rim of a far horizon, of a 
goal to be reached by day-to-day devotion to 
the task at hand.” 


NIGHT WE are participating in the final 


banquet of our beloved Nopun. True 
to the spirit of those who brought it into 
being, having “seen over the cusp into a 
broader field of service,’ and finding its old 
but glistening garment unsuitable, we take it 
gently from its shoulders and hang it up 
among the stars. Then with scarcely a back- 
ward look we now step joyously out to clasp 
hands with those others who have found that 
only that which is given completely in selfless 
joy truly remains to build ever more beauteous 
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mansions for the healing of the nations. 

Tomorrow’s dawn brings with it a new pur- 
pose for us who believe with all our hearts in 
the validity of the one unchanging universal 
law—the law of change. There is a new or- 
ganization to be built, to be made strong. 

The National League for Nursing has come 
into being through us and our sister organiza- 
tions. It needs the best we have to give. 
Above all else it must be made aware (as we 
must be made aware) that it is part and parcel 
of the new age when men of every clime and 
nation are being caught up against their wills 
in a resistless tide that is sweeping humanity 
towards unity, and so, please God, toward 
peace. 

Bit by bit the need for unity is making 
itself felt. Little by little the path is being 
found. Tonight we stand at a gateway which, 
even as we speak together, swings open, giving 
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us a glimmer of the road ahead—not too well 
defined as yet, not without hazards and danger 
spots, but glorious withal. 

Tomorrow beckons, and we shall give our- 
selves without reluctance to the task ahead, 
certain that it is part and parcel of the privi- 
lege that has been given us to live in this 
great moment of time when a new era is com- 
ing to birth. 

Let us be deeply grateful that our leader- 
ship has had the vision and the courage to 
bring us to this moment. Let us go forward 
with new purpose and gratitude that it has 
been given to us to see the bright vision of 
man’s ultimate unity and so take this present 
step on the road toward the goal. 

And may the Infinite sanctify the memory 
of all that has gone to the building of this 
moment and bless the work that waits our 
doing in the years to come. 


Left to right: Dorothy Wilson, R.N., third vice-president; Frances C. Thielbar, 
R.N., first vice-president; Ruth Sleeper, R.N., president; Anna Fillmore, R.N., secretary; L. Meredith Maxson, 
treasurer; Mrs. Arthur H. Spiegel, second vice-president. 
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Supervision in the Improvement of Nursing Service 


RUTH B. FREEMAN, R.N. 


OF nursing service may 
be effected in many ways. 
methods might be mentioned increasing the 
ratio of public health nurses to population; 
raising requirements for employment so the 
level of preservice preparation is higher; in- 
creasing facilities which enable the nurse to 
work more effectively—such as adequate cleri- 
cal assistance or cars rather than public con- 
veyances for travel; or by offering salary or 
other job inducements that attract well quali- 
fied workers. Among the many methods for 
service improvement the provision of high 
quality supervision plays an important role. 

Supervision is a diffused rather than a cen- 
tralized function. Although members of the 
staff who are employed and classified as super- 
visors or consultants devote the major part 
of their time to supervisory activities, many 
others carry regular and exacting supervisory 
responsibilities. The health officer, the nurs- 
ing director, the staff nurse, the clerical worker, 
and the volunteer all share in some measure in 
the supervisory task and carry some responsi- 
bility for the supervision of others. Because 
this responsibility is so diffused, and because 
every member of the team must be prepared 
both to provide and to benefit from super- 
vision, it is important that all understand the 
purposes and methods of the supervisory 
process. 

Supervision functions to improve nursing 
service in two ways: 

1. It liberates the power or energy in others 
for job purposes. 


Miss Freeman is associate professor of public 
health administration, School of Hygiene and Health, 
Johns Hopkins University. She is the author of 
Techniques of Supervision in Public Health Nursing. 


Among these 


2. It facilitates proper application of this 
power or energy to the job to be done. 

The supervisor can release the energy of 
others by vitalizing the purposes of the serv- 
ice to the degree that they provide a powerful 
stimulus to individual effort of the staff or 
other supervised group. Everyone concerned 
with the job should feel “steamed up” about 
it—should feel that it is vitally important to 
do the job and do it well. Each one must see 
his part as it relates to the whole and as it 
affects the work of others. For example, the 
volunteer worker in a well child clinic should 
know what the nurse does in the clinic and 
recognize that if in her absence the nurse must 
take on the work of receiving patients or 
supervising children’s play other important 
nursing jobs must go undone and service to 
patients will be lessened. She must see her 
supervision of children’s play not only as a 
means of keeping children quiet and out of 
the way but as a possible contribution to par- 
ent education and to the children’s attitude 
toward health services. 

The individual will get steamed up to the 
degree that the purposes of the organization 
are consistent with her own personal values 
and life purposes. One worker may be most 
influenced by the need of others for her own 
personal service and the opportunity to help 
others in distress; another worker will be 
impelled to action much more by recognition 
of the broad cultural and social outcomes of 
service. For example, one worker may see 
the well child conference as an opportunity to 
lend security and comfort to troubled mothers; 
another might see the opportunity to promote 
good interracial attitudes or to build the 
strength of the family unit through this spe- 
cific service. In interpreting purposes of the 
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service the supervisor must relate it to the 
individual needs and values of the supervised 
group. 

Power in others may also be released by 
helping the individual to discover new levels 
of job competence. Every supervised indi- 
vidual must be seen not only in terms of pres- 
ent capacities but also in terms of potentials. 
The nurse who exhibits little interest or 
competence in health teaching may find a 
much higher competence than either she or 
the supervisor has expected if she is placed 
in situations requiring carefully graded teach- 
ing of individuals and later of groups. 

Most people tend to avoid situations in 
which they feel they are not competent. Pub- 
lic health nurses who must take much indi- 
vidual responsibility for program planning 
may go on for a long period without trying 
new skills, or may try at too difficult a level 
and become discouraged and withdraw from 
further effort unless they receive encourage- 
ment and direction. 

If this process of discovery is to be effec- 


tive a permissive, supportive atmosphere is 
necessary. The individual needs freedom to 
look critically at present practice, to talk 
about problems or ideas without fear of 


being labeled difficult or disloyal. The pre- 
vailing attitude toward new ideas should be 
“Let’s try it,” rather than “It won’t work.” 
It should be assumed that if a new idea doesn’t 
work it might still have been worth the try— 
failure as well as success may be a path to 
service improvement. Some individuals have 
to proceed rather slowly with new ways or 
new ideas—they need freedom to choose their 
own time for change, to pace the develop- 
ment of their program or of their skills to fit 
their own pattern. 

Another important factor in freeing ability 
is sound job training, especially initial train- 
ing. The conscientious worker who feels unin- 
formed or unequipped to do her job may 
suffer from anxieties and security needs that 
interfere seriously with her ability to work 
with and through others. A feeling of se- 
curity about organization policies and nursing 
procedures used in the various services re- 
leases the nurse for a more creative approach 
to the total job. Such training should be so 
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presented as to encourage an analytical 
approach to procedures and policies with- 
out forfeiting the security that comes from 
a thorough mastery of essential skills and 
knowledges. 

Recognition of progress also does much to 
instigate new or advanced action. It is not 
always easy to recognize or appraise success in 
health work. The nurse with supervisory 
qualifications who is more than usually aware 
of the possibilities in her work may need even 
more than others to appreciate the results of 
her work and to realize that she has moved 
forward in the development of her own skills. 
Through case conferences, evaluation activi- 
ties, and informal contacts with staff the 
supervisor can do much to help others see the 
forward movement of their work. 

The sensitive, supportive supervisor will 
find many other ways to develop and enlist the 
power of others for the benefit of the service. 
She will see each supervisory activity, each 
staff assignment, as an opportunity to increase 
the effectiveness of the supervised group and 
to release individuals’ available capacities for 
greater job effectiveness. 

The work of public health nursing depends 
not only upon the development of individual 
ability but also upon the economical and 
effective application of this ability to the job 
to be done. The combination of individual 
capacities represented in the staff must be 
integrated and focused on the job to be done 
in such a way that the service proceeds with 
expedition and with no loss of quality. For 
this reason part of the supervisory function is 
concerned with methods of facilitating the 
work of others. 

Coordination of the work of a group pro- 
motes improvement of total service. Con- 
fusing differences in methods or in instructional 
patterns are kept at a minimum, while indi- 
vidual preferences in method are respected 
when they do not interfere with job progress. 
Work is distributed in such a way that indi- 
vidual caseloads are fairly apportioned and 
the personnel resources within the group may 
be used fully. Assignment provides for shar- 
ing and helping among staff members as well 
as for division of responsibility. All workers 
are helped to see the work as a whole and 
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The supervisor can release the energy of 
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ice to the degree that they provide a powerful 
stimulus to individual effort of the staff or 
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with the job should feel “steamed up” about 
it—should feel that it is vitally important to 
do the job and do it well. Each one must see 
his part as it relates to the whole and as it 
affects the work of others. For example, the 
volunteer worker in a well child clinic should 
know what the nurse does in the clinic and 
recognize that if in her absence the nurse must 
take on the work of receiving patients or 
supervising children’s play other important 
nursing jobs must go undone and service to 
patients will be lessened. She must see her 
supervision of children’s play not only as a 
means of keeping children quiet and out of 
the way but as a possible contribution to par- 
ent education and to the children’s attitude 
toward health services. 

The individual will get steamed up to the 
degree that the purposes of the organization 
are consistent with her own personal values 
and life purposes. One worker may be most 
influenced by the need of others for her own 
personal service and the opportunity to help 
others in distress; another worker will be 
impelled to action much more by recognition 
of the broad cultural and social outcomes of 
service. For example, one worker may see 
the well child conference as an opportunity to 
lend security and comfort to troubled mothers; 
another might see the opportunity to promote 
good interracial attitudes or to build the 
strength of the family unit through this spe- 
cific service. In interpreting purposes of the 
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service the supervisor must relate it to the 
individual needs and values of the supervised 
group. 

Power in others may also be released by 
helping the individual to discover new levels 
of job competence. Every supervised indi- 
vidual must be seen not only in terms of pres- 
ent capacities but also in terms of potentials. 
The nurse who exhibits little interest or 
competence in health teaching may find a 
much higher competence than either she or 
the supervisor has expected if she is placed 
in situations requiring carefully graded teach- 
ing of individuals and later of groups. 

Most people tend to avoid situations in 
which they feel they are not competent. Pub- 
lic health nurses who must take much indi- 
vidual responsibility for program planning 
may go on for a long period without trying 
new skills, or may try at too difficult a level 
and become discouraged and withdraw from 
further effort unless they receive encourage- 
ment and direction. 

If this process of discovery is to be effec- 
tive a permissive, supportive atmosphere is 
hecessary. The individual needs freedom to 
look critically at present practice, to talk 
about problems or ideas without fear of 
being labeled difficult or disloyal. The pre- 
vailing attitude toward new ideas should be 
“Let's try it,” rather than “It won’t work.” 
It should be assumed that if a new idea doesn't 
work it might still have been worth the try— 
failure as well as success may be a path to 
service improvement. Some individuals have 
to proceed rather slowly with new ways or 
new ideas—they need freedom to choose their 
own time for change, to pace the develop- 
ment of their program or of their skills to fit 
their own pattern. 

Another important factor in freeing ability 
is sound job training, especially initial train- 
ing. The conscientious worker who feels unin- 
formed or unequipped to do her job may 
suffer from anxieties and security needs that 
interfere seriously with her ability to work 
with and through others. A feeling of se- 
curity about organization policies and nursing 
procedures used in the various services re- 
leases the nurse for a more creative approach 
to the total job. Such training should be so 
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presented as to encourage an analytical 
approach to procedures and policies with- 
out forfeiting the security that comes from 
a thorough mastery of essential skills and 
knowledges. 

Recognition of progress also does much to 
instigate new or advanced action. It is not 
always easy to recognize or appraise success in 
health work. The nurse with supervisory 
qualif:cations who is more than usually aware 
of the possibilities in her work may need even 
more than others to appreciate the results of 
her work and to realize that she has moved 
forward in the development of her own skills. 
Through case conferences, evaluation activi- 
ties, and informal contacts with staff the 
supervisor can do much to help others see the 
forward movement of their work. 

The sensitive, supportive supervisor will 
find many other ways to develop and enlist the 
power of others for the benefit of the service. 
She will see each supervisory activity, each 
staff assignment, as an opportunity to increase 
the effectiveness of the supervised group and 
to release individuals’ available capacities for 
greater job effectiveness. 

The work of public health nursing depends 
not only upon the development of individual 
ability but also upon the economical and 
effective application of this ability to the job 
to be done. The combination of individual 
capacities represented in the staff must be 
integrated and focused on the job to be done 
in such a way that the service proceeds with 
expedition and with no loss of quality. For 
this reason part of the supervisory function is 
concerned with methods of facilitating the 
work of others. 

Coordination of the work of a group pro- 
motes improvement of total service. Con- 
fusing differences in methods or in instructional 
patterns are kept at a minimum, while indi- 
vidual preferences in method are respected 
when they do not interfere with job progress. 
Work is distributed in such a way that indi- 
vidual caseloads are fairly apportioned and 
the personnel resources within the group may 
be used fully. Assignment provides for shar- 
ing and helping among staff members as well 
as for division of responsibility. All workers 
are helped to see the work as a whole and 
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their part in achieving the overall purposes 
of the organization. Workers are “matched” 
to jobs—the new nurse is not given a district 
that demands more competence than she 
might reasonably be expected to have and the 
more difficult assignments are available for 
the experienced nurse or for the ‘career girls” 
who thrive on challenge. Systems of records 
and reports are maintained so workers have 
necessary information available and service 
is provided with continuity and safety. In 
the program of selective assignment and inte- 
grating activity the adjustments made to meet 
individual needs are constantly related to the 
purposes and goals of the service as a whole. 

Another supervisory activity that contrib- 
utes to work effectiveness is the application of 
adequate and reasonable quantitative and 
qualitative work controls through establish- 
ment of standards of performance and _pro- 
vision for continuing service appraisal. Stand- 
ards may be in terms of definite statements, as 
in procedural requirements, or there may be 
less tangible standards such as those relating 


to family guidance or nurse-family relation- 


ships. In general, such standards should be 
developed by the staff as a whole and used 
as a guide in instruction of new workers and 
in evaluation of staff performance. 

Machinery should be developed for a con- 
tinuing comparison of performance with 
standards which the group has accepted as 
valid. This involves such activities as analy- 
sis of records and reports, case reviews, serv- 
ice studies, and statistical studies of service 
or community needs. Consistent with the 
idea of supervision as a diffused responsibility, 
the exercise of these controls should be vested 
in staff as well as supervisory personnel and 
may be self administered. 

Removing or minimizing administrative 
impediments to nursing service may also facili- 
tate the nurse’s work. Record handling sys- 
tems that place records where they are needed, 
in the hands of the nurse at the time service 
is rendered, promote better planning and con- 
tinuity of service. Voucher systems that per- 
mit change of itinerary to meet emergency or 
unexpected needs without delay, that require 
a minimum of time to complete, conserve 
precious time and facilitate good independent 
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planning. Lack of adequate clerical assistance 
is a frequent impediment to fullest use of 
nursing time. Budgeting for adequate assist- 
ance and equipment, and being able to defend 
such budgetary items intelligently or using 
ingenuity in finding sources of clerical help, 
may make a major contribution to nursing 
care. 

Delegation of authority makes for prompt 
aecision and maximum adjustment of general 
programs to loca\ conditions. When authority 
is delegated it should be delegated without 
strings attached. The individual should know 
exactly how far her authority extends and 
should be free to carry out responsibility 
without overcontrol. The degree of inde- 
pendence should be adjusted to the experience 
and capacity of the individual. 

Delegation of authority is a two-way proc- 
ess. Just as the supervisor may delegate to a 
staff nurse the responsibility for decisions 
relating to service change, so the staff may 
delegate to the supervisor the responsibility 
of ‘speaking for them in certain situations, as 
in planning sessions or community activities. 

Building nursing into overall plans of the 
agency also helps facilitate nursing work. 
Adequate nurse representation in planning ac- 
tivities, thoughtful clearance with staff mem- 
bers prior to planning meetings, will result in 
better integration of nursing in the total pro- 
gram and forestall timeconsuming difficulties 
or misdirected effort during the period of 
implementation. 

Obviously the activities described must be 
considered as representative rather than in- 
clusive. The individual functioning in a 
supervisory capacity will find many other 
ways in which she can facilitate the applica- 
tion of individual skills to the furtherance of 
the job. 

What does it take to provide this type of 
supervision? If many people are to engage 
in supervisory activities how should they be 
prepared to function in this capacity? 

First of all, the individual who is super- 
vising others must have a high level of expert- 
ness in the subject matter of the job. The 
clinic nurse must know the fundamentals of 
good clinic administration and the components 
of service and education that make up satis- 
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factory patient care before she attempts to 
supervise others. In addition, she must have 
adequate orientation to related fields of serv- 
ice so she can see their implications for im- 
provement of nursing service. For example, 
in the well child clinic the nurse should be 
aware of developments in group work, in 
child psychiatry, and in pediatric practice, as 
well as in the nursing care of the well child, so 
she can see ways of improving, expanding, and 
adjusting the nursing program as the need 
arises. 

In addition, there is a need for the skills 
of supervision—of counseling, group leader- 
ship, speaking, writing, negotiation. Many 
of these skills are important in public health 
nursing practice as well as in supervision and 
can be cultivated by the majority of staff 
members. These skills rest, of course, upon 


an understanding of the dynamics of behavior 
and of the methods of directing learning. 
Equally as important as professional knowl- 
edge and guidance skills is a genuine desire 
to help others grow and develop. There must 


be a willingness to subordinate one’s own need 
for accomplishment to the acceleration or en- 
hancement of the accomplishments of another 
person. One who supervises must get per- 
sonal satisfaction from seeing others grow and 
develop and from the development of effective 
group coordination and action. 

Specific personality traits seem to have little 
significance in determining ability to super- 
vise others. The extrovert may have no 
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greater competence in leading others than 
does the introvert; the aggressive, fast-acting, 
quick-deciding individual may have no greater 
potential for supervision than does the quiet 
deliberate thinker. The important factor is 
the channeling or focusing of the personal at- 
tributes of the supervising person upon the 
improvement and development of others. The 
supervisor must learn to accomplish this with- 
in the limits and patterns of her own person- 
ality, rather than try to conform to a stereo- 
typed idea of what the ideal supervisor is like 
or imitate some particularly well liked or 
competent supervisor. 

This does not mean that the supervisor 
may not need to change her attitude toward 
work or work methods. For example, the 
supervisor may have to learn to listen more 
and talk less during interviewing, to promote 
self decision on the part of others rather than 
approval of decisions already made or iin- 
plied in textbooks, to seem at ease when 


‘working with groups, though knowing she will 


never be able to overcome fear of such situa- 
tions. The individual’s own personal qualities 
and qualifications should be marshaled to 
further the job, not distorted or reshaped into 
an unnatural pattern. 

Among many methods for service improve- 
ment supervision must take an important 
place. All members of the staff should develop 
supervisory skills and learn to apply them 
wisely as a dynamic force for service better- 
ment. 


Drawing by Edna Knowlton, RN. 
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What About Camp Nursing for You? 


ELEANOR C. HENDERSON, R.N. 


It wasa bright 
sunny day just 
before Easter 
vacation when 
Sally Watkins 
turned her 
thoughts to 
the summer. 
Here she was, 
a graduate 
nurse, just 
completing 


two vears as a- 


school nurse, her first position after leav- 
ing nursing school. Should she register at the 
university and take further graduate study 
during the summer or was there something she 
could do in the outdoors? The green fields 
and running brooks certainly were calling to 
her. Looking wistfully out of the office win- 
dow she recalled talking with one of her 
classmates about a nurse at camp. That nurse 
had told stories about a most enjoyable sum- 
mer. In addition, she had used her nursing 
knowledge and skills every day and had met 
several emergencies in a most professional 
manner. 

That seems to be what I want—a camp 
nursing job, Sally decided. But I should know 
a lot more about it—what a nurse does, for 
instance. Who could help me? Why, Joan 
Wilson, of course. Joan’s been a camp nurse 
for years. 

A few evenings later Sally and Joan got to- 
gether. There was a lot more to camp nursing 
than Sally had suspected but Joan led into 
things easily. 


Mrs. Henderson is owner-director-nurse of Birch 
Ridge, Blairstown, New Jersey. 


“Now,” she began, “curl up on the couch 
and be comfortable. Since you want to be 
with children and away from the city, camp 
sounds just the place for you. You already 
know from your work as a school nurse that 
you get along well with children. Some of 
your school nursing experience will be es- 
pecially helpful—such as planning for and 
helping with physical examinations and keep- 
ing health examination records. 

“One of the first things you want to do is 
to collect some pamphlets and other refer- 
ences. The NopHn has a booklet, The Nurse 
in the Camp Program,* which will give you 
answers to more questions than you can think 
of this minute. You want also to get hold of 
copies of the American Camping Association 
Camp Standards,** Girl Scouts Handbook, 
and Ywca manuals on camping. Camping 
Magazine will be especially helpful. You'll 
find old copies in the library—in fact, you 
ought to plan to do a good deal of reading. 
The more knowledge you have the happier 
you'll be this summer. After you accept a 
position it will be important to send for the 
communicable disease ordinances that are in 
effect in the county or state the camp is lo- 
cated in, as these regulations differ from state 
to state. This will become one of your most 
handy references.” 

“Goodness,” Sally said. “Let’s go back a 
little ways. Do all camps employ nurses?” 

“As far as I can find out about 90 percent 


* National Organization for Public Health Nursing. 
The nurse in the camp program. 2 Park Avenue, 
New York 16, National Organization for Public 
Health Nursing, 1951. Price 50 cents. 

** American Camping Association. Camp stand- 
ards 1950. 291 Broadway, New York 7, Association 
Press, 1950. 
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of them employ nurses. 
resident doctors also.” 

“Well, that’s not a bad recommendation,” 
chuckled Sally, growing more interested by 
the minute. “But actually what does a nurse 
in camp do all day?” 

“Do? What doesn’t she do? In many in- 
stances her job begins before she goes to camp. 
Many camps require precamp physical exam- 
inations and the nurse may assist with, these. 
If examinations are not done before camp 
opens they may be given when the campers 
arrive. The campers always go through an 
inspection upon arrival. Often a physician is 
available at the camp opening for this but 
when no doctor is present the nurse is respon- 
sible for the inspection. The records are kept 
carefully. Many camp directors keep health 
records for seven years, so think of that when 
you make your notations. 

“Many camps have a precamp training 
period, an orientation time for all the staff. 
Here the nurse has a chance to learn what the 
other workers do and they have a chance to 


Large camps have 


learn about where the nurse fits into the camp 
activities. This is a good time to go over the 
health program.” 

“Well, we seem to have gotten through all 


the preliminaries. What's next? I suppose 
I'll want to set up the infirmary and get 
things in order. Would my supplies be ready 
or would I have to order them?” 

“Don’t worry about that,” smiled Joan. 
“By that time you will have had a conference 
with the director and will have gone over the 
details of your job. In well organized camps 
there probably will be written job analyses. 
This interview, of course, takes place after the 
employment interview. It will give you a 
chance to ask all the questions you will have 
thought about since agreeing to take the posi- 
tion. Of course, if your predecessor has left 
a report and inventory, which she should have, 
your job will be immeasurably easier.” 

“Well, Joan, that’s the beginning. 
comes next?” 

“Quite early you ought to make friends 
with the kitchen staff. They can see you 
through many difficult situations. Also, you 
may have to call upon them for some light 
meals for infirmary patients. In fact, get to 
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know all the staff, not only the counselors. 

“On opening day you'll be especially busy. 
Some camps employ a doctor to examine all 
the campers upon arrival; at other camps the 
nurse does this. You give the counselors lists 
of health problems about which they should 
know so that they can be observant about 
special reactions or behavior of special chil- 
dren. In some camps the nurse sees all the 
children before breakfast. You'll want to 
look in at the cabins occasionally also. Much 
of the routine depends upon established camp 
procedure and regulations. Of course the 
counselors live very closely with the children 
and many of them do a fine job of observing 
symptoms, et cetera. You can help others to 
develop this ability.” 

“I’m beginning to see the picture. I’m sure 
there is more. Do go on.” 

“It’s important for the camp to have an 
organized program and it’s just as important 
for the nurse to have one. If you establish 
your program early you cut down on problems. 
Post a schedule for regular visiting hours at 
the infirmary, when mosquito bites, poison 
ivy, and simple wounds and scratches may be 
treated and an occasional cathartic given out. 
Be sure to tack a notice on the infirmary door 
about where you can be found when you make 
rounds to inspect sanitary conditions. 

“There are certain problems that always 
crop up: the teen-age girls who should reduce, 
and those who think they should, the imagined 
allergies and the real ones, the various food 
dislikes. All of these may make mealtime a 
problem. The staff should have decided on a 
pattern for handling such situations in the 
pretraining period. Mealtime should be fun, 
but it may take some handling! You may 
have to take charge of a table. Have some 
‘chatter topics’ ready, be pleasantly firm when 
correcting manners, be ready to guide con- 
versatiqn along suitable lines. 

“The days go quickly. You do checkups 
before people start out on hikes—look at 
shoes, see that clothing prevents unnecessary 
exposure, make sure the leader understands if 
a child has any physical limitation.” 

“It doesn’t seem to me that I’m in the in- 
firmary very often, Joan.” 

“Well, you really aren’t tied to it. Unless 
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a child is ill enough to be in bed or has a fever 
or an injury and you are waiting for the doctor 
to come to see him, you are free to move about 
the camp. Children with serious or lengthy 
illnesses are soon transferred to a hospital or 
taken home. You'll enjoy the children, 
watching them blossom out as they learn new 
skills and arrive at new relationships with each 
other. It really is a study in human relations 
hard to beat. 

“By the way, I forgot to mention you have 
an important part to play in public relations 
too. On opening day, visitors’ day, and clos- 
ing day you mingle with the parents. Of 
course, you can learn a lot from listening to 
them talk about their children, but the nurse 
who also tells the parents little incidents or 
makes Comments about their children does 
much for the parent and for the camp too, It 
means a lot to a parent who may have sacri- 
ficed a good deal to assure his child a summer 
* at camp to be told how well his child did in a 
game or how he conquered being afraid of the 
water. 

“Professional problems are reduced if at 
the first interview with the director you find 
out about health regulations and make definite 
plans for medical direction and attention, 
plans for hospitalization if necessary, and re- 
lated camp rules.” 

‘Joan, you've been swell to tell me so much. 
I do have another question: Do nurses have 
any time away from camp?” 

“You really should. Again you must make 
arrangements with the director. In big camps, 
where there is more than one nurse, of course 
they relieve each other. But where there is 
only one, a parttime substitute may be secured 
—or someone on the staff may relieve during 
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the nurse’s absence from the campgrounds.” 

“I’m really tempted to try for a job. What 
about uniforms and salary?” 

“I didn’t say anything about clothes, did 1? 
It all depends upon the camp regulations. 
Sometimes a nurse wears a white uniform, 
sometimes a washable dress such as public 
health nurses wear. I’ve known many nurses 
at camps who wore slacks and blouses except 
on visiting days. Whatever it is, the im- 
portant thing is to be neat and clean, as the 
nurse sets an example. j 

“Your salary is a different matter. There is 
tremendous variation in this and it is a matter 
to be settled in your employment interview. 
Remember, you receive board and lodging and 
workmen’s compensation.” 

“Goodness, I have kept you hours on this 
subject! It really has opened a new horizon 
for me to explore. How do I go about looking 
for a position?” 

“That’s easy. You might start with the 
Professional Counseling and Placement Serv- 
ice of the American Nurses’ Association—in- 
quire through your SNA. Then there’s the 
Nurse Counseling and Placement Office of the 
New York State Employment Service, 119 
West 57 Street, New York, which has many 
requests for nurses for camp positions. The 
Girl Scouts, Boy Scouts, Ywca, and Ymca in 
your locality may be helpful too. Other 
sources are the American Camping Association 
and a private camp directors’ association listed 
for your area. There usually are more vacan- 
cies than applicants for camp nursing posi- 
tions, which means you have a pretty wide 
choice of the type of camp, its location, and 
the age group of the campers you want to 
work with.” 
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How One City Is Handling the Termination 
of Contracts 


As COMMUNITY CHEST budget com- 
mittees begin their summer review of agency 
needs for 1953 they will find that VNaA 
budgets will require a second iook. The in- 
come side will reflect the termination of 
Metropolitan Life Insurance Company con- 
tracts on January 1, 1953. It will take careful 
planning to maintain community nursing 
services on a sound financial basis. 

A pilot study made in New York and 
Philadelphia gives some clues to the size of 
the readjustment. (See HEALTH 
NursINnc, May 1951, page 285. Summarized 
also in Community, September 1951.) It 
showed that roughly one third of the service 
now rendered on Mit contracts in the study 
areas can be expected to drop out of the pic- 
ture when the insurance company discontinues 
this program for its policyholders. About one 
third of the service will probably continue, 
with the cost carried by the patients or by 
‘payments from other sources in behalf of 
patients. The remaining one third may be 
expected to continue, but other sources of 
funds will be necessary to cover the cost. - 

Since chest-agency relations depend upon 
good budget planning it is worth noting how 
the City of Brotherly Love has handled this 
problem. The Philadelphia Chest made ad- 
justments in the Philadelphia Visiting Nurse 
Society budget which were based largely upon 
the results of the pilot study. Since the find- 
ings of a big city study may not be entirely 
applicable to the small nursing agencies in 
Montgomery and Delaware Counties, which 
are members of the same chest as the VNs of 
Philadelphia, a special study was made. This 
was carried out by the research service of the 
Health and Welfare Council of Philadelphia. 

The special study showed that 38 percent of 
the Mui income would be compensated for by 
full and part pay payments for service ren- 
dered. It was estimated that 62 percent of 
the income formerly derived from the M11 
contracts would be lost. 

To cover the estimated loss the Community 


Chest agreed to set up a special reserve, for a 
five-month period, from January through May 
1953, when the fiscal year of the Philadelphia 
Chest ends. The method of budgeting the 
anticipated loss and the plan for use of the 
central reserve are explained in the following 
excerpt from a letter to the agencies. 

“Agencies participating in the Mut 
program will estimate how much income 
will be lost from January 1 to May 31, 
1953, as a result of the discontinuance of 
Mur payments. This estimate is to be 
computed according to the formula pre- 
pared by the Health Division of the 
Health and Welfare Council. 

“For purposes of preparing the 1952- 
1953 budget estimates for the Chest this 
estimated Mr loss is to be entered as a 
separate income item—‘ML1 estimated 
loss.’ 

“The Health Section will be asked to 
consider a general reserve fund against 
Mtr losses in accordance with the pro- 
posal made by public health nursing 
agencies. We will recommend that as 
and when withdrawals from the reserve 
fund are made against losses they will be 
treated as a revision of the budget, re- 
ducing the estimated loss entered as a 
special income item in the budget and 
increasing the amount of Chest alloca- 
tion. It would be assumed that such ad- 
justment would not be required before 
the last month or so of the budget year.” 

The nursing agencies in the Philadelphia 
area are well protected and will be able to 
maintain staffs during the adjustment period 
until new levels and working relationships 
with other groups can be developed. The 
agencies have been urged to give attention to 
other service opportunities through contracts 
with other groups as one means of adjusting 
the situation. 


Abstracted from A Second Look at Nursing Budgets, 
by Merrill Krughoff, in Community, June 1952. 
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Anticipatory Guidance in Child Health Centers 


C. H. GUNDRY, M.D., BEVERLEY E. HALL, B.A., and 
TRENNA G. HUNTER, R.N., B.A.Sc. 


public health nurses have re- 
ceived a new challenge. It has come from 
many sources. They have been exhorted to 
pay attention to “mental hygiene.” This sort 
of thing reflects an admirable tendency and 
the nurses’ response to it encourages a degree 
of optimism about the possibility of making 
the principles of mental hygiene really widely 
known. These exhortations, however praise- 
worthy they are, don’t always reflect due 
consideration of the working conditions, prepa- 
ration of the nurses, and the demands on their 
time. The question arises: Is more being 
asked of the nurses than is reasonable? Most 
publications relating to the public health nurs- 
ing field today carry at least one article on 
mental hygiene and often refer to the nurse’s 
growing relationship to this subject. Some- 
times these articles appear to be written with- 
out full knowledge of the nurse’s duties and 
working conditions. 

One particular challenge, emphasized in 
recent literature, is the importance placed on 
a kind of “anticipatory guidance”’—making a 
special effort to reach mothers through their 
attendance at baby clinics. Dr. Lemkau has 
said that the program of the Division of Ma- 
ternal and Child Health of the New Jersey 
State Health Department is of theoretical 
importance, since its primary aim is anticipa- 
tory guidance, which he considers to be the 
prevention of disordered parent-child rela- 


Dr. Gundry is director, and Miss Hall, psychologist, 
Mental Hygiene Division, Metropolitan Health Com- 
mittee, Vancouver, British Columbia. Miss Hunter 
is director of public health nurses, Metropolitan 
Health Committee. 


tionships by influencing the parents’ attitudes 
before the child actually undergoes certain 
developmental experiences. 

A very interesting account of an experiment 
of this nature was presented recently by Dr. 
Gerald Caplan. This took place in the Lasker 
Center in Jerusalem. In his description he 
states the central theme in this way: ‘In cases 
of parents whose relationship with their chil- 
dren is pathogenic this method of choice per- 
mits contact with them before serious damage 
has been done. If the process can be detected 
in its earliest stages the child’s mild disorder 
may require no special treatment.’” 

David Levy also described some observa- 
tions made in the baby clinics in New York 
City, where he has advocated more active 
participation of the pediatrician in discover- 
ing maternal attitudes. He stated that ‘the 
growing realization that the way a mother 
feels about her child, her attitude, is at least 
a significant, if not the most significant in- 
fluence in the development of the child’s per- 
sonality.’ 

Appreciating this philosophy of child care 
and its potential importance in good preven- 
tive mental hygiene the Mental Hygiene Di- 
vision of the Metropolitan Health Committee 
in Vancouver, British Columbia, decided to 
conduct an experiment in methods that would 
introduce more mental hygiene into our child 
health centers. This division has been estab- 


1. Caplan, Gerald. A public health approach to 
child psychiatry. Mental Hygiene, April 1951, v. 35. 

2. Levy, David M. Observations of attitudes and 
behavior in the child health center. American Journal 
of Public Health, February 1951, v. 4. 
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lished for twelve years, working on the basic 
proposition that mental hygiene should be 
an integral part of public health work. How- 
ever, the greater part of its work has been 
concerned with older children. The age 
distribution from last year’s report of the 
work done by our division indicates this: 


Age 
Under 6 years 
6-9 years 
10-12 years 
Adolescents 


Even among the younger children the clue 
that led to the child being referred was some 
behavior abnormality. Reviewing our work, 
we cannot claim that we have been accom- 
plishing much in the way of anticipatory guid- 
ance. The Mental Hygiene Division, con- 


sisting of two psychiatrists, two psychologists, 
and a psychiatric social worker, rests on the 
shoulders of ninety-five public health nurses 
_ and nineteen doctors. 


Actually it exists be- 
cause of their cooperation, for it is the nurses 
who are instrumental in referring most of the 
cases to us and who are largely responsible 
for supervising the recommended treatment 
and carrying out follow-up procedures. 


E WERE keenly interested in having the 

nurses introduce as much mental hygiene 
as possible into their conferences in the child 
health centers, our term for what are some- 
times called well baby clinics. According to 
the theory of anticipatory guidance a nurse’s 
maximum effectiveness in mental hygiene 
teaching in the child health centers should 
depend on her ability to distinguish the 
mothers whose attitudes are such that they 
may lead to developing a strained or weak 
relationship with the baby—that is, the 
mother who may appear to be unsure, tense, 
anxious, critical, fussy, or inconsistent. We 
want nurses to be able to spot unwhole- 
some maternal attitudes before. problems de- 
velop. We want them to think back from 
symptom to relationship to maternal atti- 
tude. In the past this process of think- 
ing of the cause and preventing the problem 
has not been emphasized enough. — Instead 
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the focus has been on offering help after 
problems have arisen. We have come to 
the stage where mothers are asking ques- 
tions about habit difficulties and symptoms 
that might be due to tension. In recent years 
the nurses’ answers to these questions have 
been increasingly well informed and reassur- 
ing. Thus, they have been making helpful 
contributions to the correction of very early 
problems; but they have rarely, as far as we 
can see, been advancing to tne point of an- 
ticipating these problems. It was the Mental 
Hygiene Division’s desire to broaden the 
nurse’s role in the child health centers by 
introducing this anticipatory really preventive 
approach. 

On the other hand, we did not want to over- 
sell a type of procedure that was impractica- 
ble. We wanted to explore how feasible it 
is for the nurses to advance their line of 
attack. We did not want to ask them to 
undertake more than they felt capable of 
handling lest we weaken their confidence in 
the value of the work they were already 
doing instead of really helping to extend it. 
More and more of their university training in 
public health includes mental hygiene topics, 
and during their field work—at the University 
of British Columbia, at least—they have an 
opportunity to present cases at mental hygiene 
clinics and to interview mothers at our child 
health centers. However, many nurses tell 
us that they still think their training in child 
psychiatry and casework methods is sketchy. 

Nurses who have been with us for some 
years have acquired a good deal of experi- 
ence by obtaining histories and presenting 
cases for our mental hygiene clinics. We have 
also prepared a nurses’ manual for use in 
interviewing mothers in child health centers, 
and in this we have stressed the dynamics of 
personality development, the need to regard 
each case individually, and the significance 
of maternal tension. The educational direc- 
tor of the Metropolitan Health Committee 
recently revised this manual and in doing this 
discussed these points with the members of 
the Mental Hygiene Division on her commit- 
tee. We realized that in every conference at 
a child health center some mental hygiene 
teaching is done, even if it is only a brief 
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discussion of such things as toilet training, 
learning to use a cup, or introducing some new 
food. Recently one of our medical directors 
conducted a survey among the nurses of her 
unit staff to determine which aspects of child 
care received most attention during confer- 
ences between mother and nurse. The infor- 
mation gained was collected from records kept 
during 273 individual conferences. The re- 
sults indicated that approximately one half 
of the time was spent discussing the physical 
aspects of feeding and immunizations, but 
discussions of emotional development and 
family problems took up only about ten per- 
cent of the total time. 


NE MUST be careful not to be too critical 
of the work done in child health centers, 
because circumstances present a special kind 
of working situation. Most of the rooms 


available for our child health centers are not 
large enough and, during the course of the 
clinic, become overcrowded, noisy, and con- 
In spite of efforts to make appoint- 


fused. 
ments mothers still come in crowds and a 
considerable amount of overlapping in ap- 
pointment times results. Nor does the same 
nurse interview the same mother each time, 
which often means a lengthy review of the 
history. It is a tricky proposition for any- 
one to be warm and permissive and to inspire 
confidence in such a physical location. The 
way that we conduct our child health centers 
is to some extent shaped by public demand. 
Parents demand certain factual information 
and specific advice on problems which we, 
as a public health organization, must meet. 
Therefore quite often we are not conducting 


Types of Problems Discussed Showing Percentage of Cases 
According to Specific Problems and Percentage of 
Nurses’ Time Spent with Each Type 


Percentage 
of Cases 


Percentage of 
Nurses’ Time 


Types of Problems 


Feeding 34 
Physical development 18 
Immunization 7 13 
Emotional problems of 

mother or child 13 
Training - 13 
Health of mother and 

other family members 9 
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these clinics as we might wish ideally, but 
rather as we must. These clinics are used by a 
great many people in the city; in fact, about 
63 percent of the babies born in our metro- 
politan area attend our child health centers. 
Although this wide representation adds to our 
difficulties in conducting clinics it means that 
we have access to a really representative num- 
ber and variety of people in the community. 
The extent of our contact with the community 
permits the possibility of making the ideas 
of “mental hygiene” familiar to the com- 
munity as a whole. This presents the possi- 
bility of it ceasing to be mental-hygiene but 
rather ordinary thinking. 

When we note that the quality of the 
nurse’s conferences is inclined to be too direct 
and authoritative we must always bear in 
mind these conditions. Allowing for this it is 
still true that the nurse is often not permis- 
sive enough. She may not do enough listen- 
ing or she may not follow the leads the mother 
may drop that would reveal significant back- 
ground factors. The nurse may also become 
too engrossed in talking about specific prob- 
lems, missing the attitudes revealed by these 
problems. 

With these hopes and circumstances and 
doubts in mind we decided that the psycholo- 
gists should work in the child health centers. 
This was a new venture for the psychologists, 
who usually function in the mental hygiene 
program as a part of the clinic team. We 
hoped that the psychologist would get the 
“feel” of the nurse’s job and the situation in 
a child health center. We believed that the 
nurse could best be offered help after the 
psychologist had worked with her and ex- 
perienced her difficulties. Furthermore, we 
wanted to know how much the psychologists 
could add to or broaden this picture by their 
attendance at these clinics. 

There is a certain amount of custom and 
tradition attached to the operation of a child 
health center and for this reason we thought it 
wise to introduce the psychologist in several 
ways. Then at the end we could measure 
which system had been the most satisfactory. 
With the understanding that the nurses were 
to continue to deal with problems that arose 
which they felt they could handle, several 
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different methods were formulated for refer- 
ring problems to the psychologist. There 
were actually seven, but because of practical 
limitations only five were used. 

One was the nurse’s direct referral of the 
mother to the psychologist after the mother 
had mentioned some aspect of her child’s 
development or behavior that was causing her 
concern or if the nurse had noticed some ma- 
ternal attitude or behavior which she felt 
could be helped by seeing the psychologist. 

The second method that was suggested did 
not prove to be too satisfactory. We thought 
that the psychologist might be able to pick 
out problems while sitting with the mother 
and nurse during the conference. This was 
tried for a short time, but often there seemed 
to be some feeling of restraint because of the 
presence of a third person, which made the 
nurse’s relationship a little more restricted. 
Another difficulty in this plan was the awk- 
wardness encountered in breaking into an 
interview. Although the psychologist was 


sometimes aware of a mother who, she felt, 


' might need some additional guidance or might 
be displaying unhealthy attitudes toward her 
baby, the disadvantage of having to interrupt 
and include oneself in the interview often 
outweighed the advantages. 


NOTHER method used was having the 

mothers refer themselves directly to the 
psychologist. This was accomplished by hav- 
ing the nurse give each mother a short pam- 
phlet in which the ways a psychologist might 
help her were briefly discussed. This was 
written simply, with the emphasis placed on 
the importance of sound mother-child relation- 
ships. The mother was told that the psy- 
chologist could help her with any develop- 
mental problems or uncertainties she might 
have. Although this is a way of introducing a 
psychologist into a clinic it is obviously not a 
step toward increasing the nurse’s participa- 
tion in a mental hygiene program. 

A fourth method was that of the doctor 
present in the child health center making the 
direct referral to the psychologist. This meth- 
od was also taking away the active part from 
the nurse, but had value in increasing the 
physician’s interest. 
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The fifth plan was a new venture and was 
experimental in its very nature. At the time 
that the Mental Hygiene Division was con- 
sidering this experiment a new child health 
center was being opened. We decided that 
this would be an excellent opportunity to 
introduce some new ideas and to attempt to 
modify some of the rather rigid routine so 
often found in such centers. This new center 
was to be run on an appointment basis with 
the same nurse interviewing the same mother 
each time. In this way the nurse would have 
more of an opportunity to know her families 
and the mother in turn might develop more 
confidence in the nurse. We thought that 
as this relationship grew the amount of assist- 
ance and guidance to the mother would in- 
crease. 

To emphasize the new stress on emotional 
and general wellbeing between the mother 
and child, the mother was interviewed first 
and then asked if she cared to have her baby 
weighed. Ordinarily the mother comes into 
the clinic and the baby is weighed immediate- 
ly. Therefore, the very way in which the 
usual clinic is conducted lays emphasis on the 
physical and the so-called normal standards 
rather than on individuality. In this clinic 
we believed that the psychologist could be 
used on a consultant basis. If questions arose 
which the nurse thought she couldn’t handle 
the psychologist was to be called in after some 
initial preparation by the nurse. This method, 
although probably one of the most ideal, was 
not used very much. The nurse in charge 
of this clinic explained this in her report by 
saying, “The psychological services have not 
been used very much but I believe as the 
clinic grows more occasions will present them- 
selves. It takes considerable groundwork to 
build up the mothers’ confidence and help 
them to accept the idea of discussing their 
problems with a psychologist.” 

Having the psychologists interview the 
mothers of preschool children was the sixth 
suggestion. Usually children from birth to 
two years of age are seen at the centers, but 
mothers frequently bring older children with 
them. These older siblings we call preschool 
children. 

The seventh method was to be some form 
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of group discussion with a group of mothers 
whose children were presenting problems. We 
hoped that this might operate in conjunction 
with some community center or project. 
Because of the time limitations this method 
was not attempted during the experimental 
period. 

With this framework set up, the psycholo- 
gists attended the clinics from the early part 
of October 1950, to July 1951, during which 
time 123 mothers were interviewed. 

We realized after a short time at the clinics 
that most of the referrals could not be classed 
under anticipatory guidance but rather as 
mental hygiene problems. The nurses were 
not searching so much for attitudes but were 
referring mothers who questioned or com- 
plained about some aspect of their children’s 
behavior. Therefore, from the viewpoint of 
anticipatory guidance we did not think we 
had been too successful. However, approxi- 
mately twenty-five cases were seen that were 
referred because of unsatisfactory maternal 
attitudes. Although this figure is small, com- 
pared with the total, it provides evidence that 
the nurses were showing more awareness of 
our basic concept. This trend was becoming 
more obvious toward the end of the experi- 
ment. Earlier the few “anticipatory” cases 
were spotted by the doctors or the psycholo- 
gists. Later on the nurses referred a few, 
although the number was never large. 


papery THE POINT of view of anticipatory 
guidance what we were left with in the 
experiment was largely a byproduct, that is, 


early mental hygiene problems. We decided 
to handle these as best we could by inter- 
pretation to the nurses and mothers, thus 
stirring up as much interest as possible in 
all mental hygiene questions. 

We found that a large majority of the 
mothers referred could benefit by more in- 
tensive help than it was possible to give in 
an initial interview. Consequently, in sixty- 
three instances, the mothers were advised to 
come into the clinic to see the psychologist 
again. Thirty-nine mothers availed them- 
selves of this opportunity. 

There was some difficulty encountered here, 
in that one of the largest groups referred was 
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preschool children. These children were not 
in regular attendance at the child health 
centers but usually came for their annual 
visits for the purpose of immunization. There- 
fore, unless the mother felt that the situation 
was urgent it was often difficult to get her to 
come back again. The age range of all the 
cases referred follows. 


Age Number of Cases 
0-6 months 7 
6 months-1 year 13 
1 year-18 months 20 
18 months-2 years 18 
2 years-30 months 20 
30 months-3 years 16 
3 years-4 years and older 29 


These figures illustrate the smaller number 
of problems referred from the younger group. 
The desirability of referring more infants 
should be stressed. Perhaps we have been too 
reassuring to mothers of infants and should 
use a planned, modified approach that will 
create enough anxiety to make mothers real- 
ize the importance of seeking help when they 
are experiencing difficulties. 

Differences between mother and child have 
often precipitated particular problems by pre- 
school age. This, we realize, is not approach- 
ing the field of anticipatory guidance but 
rather general developmental sequences. How- 
ever, this does seem to point to the need for 
special preschool clinics which will provide an 
opportunity to do a good deal of mental 
hygiene. We realize the need and value of 
these clinics, but to date have not been able 
to carry them out extensively because of 
limited resources. 

With more detailed attention to treatment 
procedures, in sixteen instances we recom- 
mended that the public health nurse make a 
home visit for further investigation and in 
eight cases a direct referral to the mental 
hygiene clinic was suggested. 

Most of the cases were referred as a result 
of an observation of the child’s behavior that 
called for some explanation or reassurance. 
The questions most frequently asked had to 
do with feeding problems. This is a rather 
interesting fact and leads to the speculation 
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that we may be worrying mothers too much 
with the purely physical fact that they must 
get so much food into a child every day in 
some way or other. The advertising of today 
lays stress on children’s foods and a great 
deal of emphasis on, how soon it is possible 
to introduce new foods to a baby. Second in 
frequency was the question regarding the 
child’s behavior described in varying terms 
but usually involving overactive, aggressive, 
negativistic behavior accompanied by temper 
tantrums. In most cases these questions indi- 
cate a lack of appreciation of normal develop- 
ment. Such questions were raised by mothers 
who seemed to be essentially accepting and 
secure and who were intelligently seeking in- 
formation. In our urban clinics, particularly 
with smaller families and apartment living, 
mothers seldom have contact with their par- 
ents. They are deprived of a fund of knowl- 
edge that once was passed on as a sort of 
folklore. This is one of the needs that has 
been unsatisfied by changing family patterns 
and has to be supplied in some fashion. Part 


_ of the function of a public health organization 
is to act as a substitute in this respect. 


NOTHER COMMON question raised was 

in connection with sleeping. Here again 

one questions the anxiety that can be pro- 
voked in people by propaganda that doesn’t 
allow for individual variations. Sleeping and 
eating, two of the basic aspects of living, seem 
to receive more attention from parents than 
any other functions. Around these two activi- 
ties parents focus a great deal of their anxiety. 
They have been fed facts and standards, and 
unless their child is meeting these standards, 
they worry about his lack of progress. This is 
an opportunity for comparison with other chil- 
dren, especially for the mother who may be 
rather unsure, but who may have some general 
knowledge about foods that a child should eat 
or about the amount of sleep her child should 
have. The anxiety resulting from failure to 
“conform” to one of these models may well 
color future relationships and demands made 
by the mother on her child. Feeding problems 
have received more attention in child care 
literature than sleeping problems. This is 
noted in a very interesting discussion of 
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sleeping problems by R. S. Illingsworth in a 
recent publication. Dr. Illingsworth stresses 
the need for parents to recognize normal de- 
velopmental phases of behavior and relates 
many difficulties in sleep to these phases. He 
states that “full realization of the child’s nor- 
mal hegativism between fifteen months and 
three years is essential.’”* This rearization 
on the part of most parents would certainly 
help to reduce their anxiety and fussing over 
what they consider to be a “serious’’ worry. 

Other forms of behavior about which 
mothers inquired include bed wetting, thumb 
sucking and nail biting, fears, and shy, sensi- 
tive behavior. In a few instances there were 
questions about what the mother considered 
to be slow development. These questions 
often involved “slow” speech. Mothers were 
puzzled because their children were not speak- 
ing so quickly as others. Because of the wide 
variations in normal speech development, and 
the many variants involved, in attempting to 
do any interpretation to these mothers the 
emphasis was placed on individual differences 
so that the mothers might realize that differ- 
ences exist between all children, even between 
two in the same family. 

In view of the fact that we didn’t get very 
far with anticipatory guidance but instead 
considered more mental hygiene problems, we 
cannot arrive at any definite conclusions about 
which method is the most satisfactory. In 
general, however, it was noted that the doctors 
and mothers referred most of the problems. 
The nurses took an active part as well and 
certainly gave mothers a great deal of en- 
couragement to carry through the ideas sug- 
gested to them. 

The consultant service, mentioned as the 
fifth method of referral, may be the most eco- 
nomical way of using a psychologist’s time. 
Ideally this system could be operated on an 
appointment basis instead of a psychologist 
spending an afternoon in a clinic waiting for 
problems to be referred to her. Even more 
important, these cases would have had an op- 
portunity to be given some consideration by 
both the mother and the nurse. It might well 


3. Illingsworth, R. S. Sleep problems in the first 
three years. British Medical Journal, April 7, 1951. 
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be that most of the groundwork would be laid 
by the nurse and the psychologist would only 
have to give further support and some inter- 
pretation. This type of clinic involves a good 
deal of change in organization. For one thing, 
the change in appointments, making them on 
a more rigid basis, contradicts the idea of 
everyone coming in pretty well at will. Also, 
having the same nurse see the same mother is 
an obvious advantage, but may decrease the 
number seen in an afternoon. Therefore, we 
must compromise between the ideal circum- 
stances and the need to maintain contact with 
as many mothers and babies as possible. 
Referring back to those cases which showed 
early symptoms a further attempt was made 
to classify the problems according to the 
mothers’ attitudes. Although in almost all 


cases the precipitating cause of the referral 
was some behavior of the child’s, we thought 
after referral that in many cases the mother’s 
attitude toward the behavior was more sig- 
nificant than the behavior itself. 

We tried to classify the mothers who were 
seen into three general types. There was first 


of all the “normal” mother who was legiti- 
mately seeking information. She may have 
been influenced by current literature, by 
neighbors or relatives, but in any case she had 
formed a question in her mind about some 
aspect of her child’s performance on which 
she wanted information. These questions 
usually involved normal developmental devia- 
tions. About 35 percent of the mothers seen 
fell into this category. Another group in- 
cluded the “normal” mother who was con- 
fronted with symptoms in her child. About 
20 percent of the cases referred could be 
placed here. These children appeared to have 
happy, relaxed mothers, but in spite of this 
were having difficulties. 

The third group included the “anxious” 
mother who was looking for trouble. Her 
attitude usually revealed her insecurity and 
poor relationship with her child. The symp- 
toms described in these cases reflected the 
mother’s attitude and anxieties. This group 
was the largest, including about 45 percent of 
the total. This figure is significant in that it 
emphasizes the frequency with which maternal 
attitudes of anxiety initiate problems. It also 
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serves to point to the fact that we must always 
be conscious of such attitudes and be ready 
to modify and minimize them. 


N CONDUCTING any experiment difficul- 

ties are always encountered, and this was 
no exception. One of the first to be overcome 
was the initial interpretation to the public 
health nurses of what we were attempting to 
do. This was done through staf meetings, 
through the distribution of descriptive ma- 
terial, and through informal conversation be- 
tween the clinic psychologists and clinic staff. 
It was often difficult to be precise in describ- 
ing what we were attempting and we thought 
that actual practice would provide its own 
interpretation. 

Naturally there was some uphill work at 
first in fitting into the routine of the busy 
clinics. In some clinics where six nurses took 
care of eighty-five mothers or more it was not 
always easy to find time for the nurses to in- 
quire closely into problems which seemed to 
constitute more than the obviously physical. 
The actual physical layout of the clinics pro- 
vided constant difficulties. In many clinics it 
was impossible to have any space that could 
be considered in any way as private. 

It has already been stated that our original 
plan for discovering the best method of intro- 
ducing anticipatory guidance was not ful- 
filled. Perhaps we are asking the impossible 
and are too far ahead of ourselves in wanting 
the nurses to spot mothers with unwholesome 
attitudes in these circumstances. On_ the 
other hand, if this is to be fostered we must 
make a beginning somewhere. Certainly the 
response we had held some promise and left 
the impression that there was more awareness 
developing all the time. This probably re- 
quires continued work in the clinics, with the 
psychologists to emphasize it. The work is 
there and we considered our efforts worth 
while in view of the response. it may be that 
it was necessary to have this intermediate step 
of picking out symptoms before we could lead 
them on to the field of anticipatory guidance. 
Again, we must consider the nurse’s training 
and the physical conditions under which she 
works before we emphasize these things too 
much. Expecting the nurses to identify 
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mothers with unwholesome attitudes and to 
build up a relationship with them so that they 
can discuss these things with the mother in a 
noisy Clinic is asking a great deal. Admittedly 
also it was a great deal easier for a psycholo- 
gist to spend time talking to a mother than it 
is for a nurse, who is nearly always pressed 
for time and by the number of mothers to be 
seen. The: nurse is kept busy simply meeting 
the demands the mothers bring to the clinics 
as well as being responsible for the total 
operation of the clinic. 

One must consider in any criticism the tra- 
ditional tasks that the public health nurse is 
tied down by in every clinic and the difficulties 
involved in modifying these. Some of the 
considerations that might help to give the 
nurse a freer approach to her tasks in child 
health centers could be investigated. Most 
probably a different way of making appoint- 
ments would be of benefit. More time allowed 
for each mother and child and the same nurse 
interviewing the same mother at each visit 
would give the nurse more background history 
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and a more complete picture of each family. 
The nurse could also be encouraged to use the 
consultant services that are available to her 
more often. These would help to broaden her 
approach to the work in the child health 
centers, 

In reviewing this experiment as a whole 
we must not ignore the wholesome effect on 
the psychologists. Attendance at the average 
child health center is enough to jolt anyone 
out of his ivory tower. Therefore, we should 
not be too glib about what the nurses should 
do. Perhaps the best answer for the time be- 
ing is that we should be encouraged by the 
nurse’s widening awareness of attitudes and 
the early corrective work that we were able 
to do with some of the problems that arose. 
In any event, the concept of anticipatory guid- 
ance should not be abandoned. But we must 
all work slowly and patiently, increasing our 
experience and confidence and also establish- 
ing in the mothers’ minds the fact that dis- 
cussion of their attitudes is legitimate business 
in a child health center. 


Comments on Anticipatory Guidance in 
Child Health Centers 


EVERAL INTERESTING aspects are ap- 
parent in this provocative study. Al- 
though the theory of anticipatory guidance as 
used here is much more restricted than what 
we usually conceive it to be it is significant 
that the nurses became more sensitive to 
maternal attitudes during the course of the 
study. Toward the end of the ten-month ex- 
periment the nurses were referring more 
mothers to the psychologist. It is important 
to remember, however, that we do not yet have 
reliable tested criteria by which public health 
personnel in busy child health clinics can 


The views expressed in these comments are the 
author’s and are not necessarily the views of the 
New York State Mental Health Commission. 


quickly ascertain unhealthy maternal atti- 
tudes. What can be done is to sensitize nurses 
and other professional workers to maternal 
attitudes in general, with particular emphasis 
on the ways in which mothers and their chil- 
dren relate to each other. 

The nurse will offer the kind of service ap- 
propriate to the situation. The kind of antici- 
patory guidance given to the mother and child 
who have a warm relationship, with con- 
fidence in themselves and in each other, will 
be geared toward helping parents understand 
coming normal developmental phases in the 
child, both physiological and psychological, 
and the kinds of behavior which might be ex- 
pected during each phase. For instance, the 
quotation from Dr. Illingsworth’s article about 
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the need for parents to recognize and under- 
stand normal negativism between fifteen 
months and three years, with wide individual 
variations, is an example of anticipatory guid- 
ance the nurse may give to parents to help 
strengthen healthy attitudes between parents 
and children. Another instance when parents 
may be helped is in interpreting what a new 
baby in the family means to children at dif- 
ferent ages and different levels of development. 
The regression that sometimes occurs and dis- 
tresses parents who are not prepared for it 
may become a point of disturbance in formerly 
good parent-child relationships. A better un- 
derstanding of how a child feels in this kind 
of situation, together with encouragement of 
the parent in dealing constructively with at- 
tendant behavior, constitutes preventive men- 
tal hygiene. It provides an opportunity for 


the experience to be built firmly and solidly 
into the child’s personality, and not become 
a faulty spot, a potential source of difficulty. 
Mother-child relationships which seem to 
be unhealthy, as revealed by behavior in 
clinic, may be noted by nurses who have be- 


come accustomed to looking on all behavior, 
verbal and nonverbal, as meaningful. Such 
clues, picked up in clinic, would be followed 
in home visits by the nurse, where, with the 
family as her unit of work, a much more ac- 
curate estimate may be made. Referral to a 
psychologist in a clinic may sometimes 
threaten an already anxious mother. In some 
cases it may be necessary for the nurse to 
support the mother for a period of time in an 
accepting, nonjudgmental relationship before 
she is ready and able to seek other help. 
During this period case conferences with the 
staff of the mental hygiene clinic can be of 


PUBLIC HEALTH NURSING 


great value in increasing the nurse’s under- 
standing of the dynamics of human behavior 
generally, and specifically as related to the 
specific family. 

As the authors point out, it is essential that 
the nurse’s confidence in what she is doing 
well be preserved. This does not mean, how- 
ever, that we are adding a new burden to an 
already heavily burdened group. On the con- 
trary, mental hygiene concepts offer nurses a 
better, more effective way of working with 
families which will result in better service to 
their patients. Hopefully, it will also increase 
their ability to form good relationships with 
coworkers in their own area, as well as in a 
growing number of other disciplines. An im- 
portant value is the increased professional 
satisfactions that accrue. Wider understand- 
ing and acceptance of human behavior, includ- 
ing their own, with recognition also of the 
great variety of individual differences, add to 
the nurse’s sense of growth on the job. The 
fact that nurses are busy does not constitute 
a good reason for denying them the satisfac- 
tion of growth. Rather, it is a compelling 
argument for providing them with helpful 
tools for relating themselves more effectively 
with the people with whom they deal. 

The paper reveals a stalwart effort to help 
nurses introduce modern mental hygiene con- 
cepts into their thinking. Our approach to 
the area of mental hygiene calls for the 
spreading of the authors’ spirit of experi- 
mentation and their orientation to pointed 
research. 


Hazet F. Kanpter, R.N., 
Consultant public health nurse, 
New York State Department of 
Mental Hygiene 
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Emotional Stress As It Affects Civil Defense 
Nursing Activities 


JULIA FREUND, R.N., MIRIAM WHITAKER, R.N., and JAMES S. MAY, M.D. 


PART 3 


feelings as precursors 
to social breakdown have been considered 
briefly earlier. Less severe manifestations 
of hostility within the civil defense team can 
impair group efficiency without actually 
threatening the existence of the group. Frus- 
tration presents a major opportunity for the 
display of hostile feelings. Frustrations may 
arise from the need to improvise because of 
inadequate equipment and unsuitable working 
quarters or from breakdowns in group organ- 
ization through the loss of team members, 
,clique formation, and inefficient planning and 
‘direction. One common reaction to frustra- 
tion is found in feelings of disgust and rejec- 
tion of the situation, which may be accom- 
panied by nausea and vomiting. Individuals 
can tolerate frustrations and limited work 
conveniences during disaster periods, only to 
give way to irritability over the same things 
as the stress eases. Frustrations are more 
tolerable if the reasons for them are known. 
A first aid team, badly in need of dressings, 
can accept the situation more readily if its 
members know that the supply depot has 
been destroyed than if, uninformed, they be- 
lieve their lack of supplies is due to the in- 
competence of the chief nurse. _ 

The individual nurse can do much to 
handle her own feelings of frustration, anger, 


This is the final section of this article. Part 1 
appeared in May and part 2 in June. The entire 
article is a chapter of The Suggested Content for 
the Training Program in Civil Defense Nursing, 
Maryland State Department of Health, Division of 
Public Health Nursing. 


and resentment by talking over difficulties 
with the persons involved and seeking to ar- 
rive at some understanding. Her ability to 
do this effectively depends upon her willing- 
ness to face her own feelings and even more 
upon the conviction shared by all group mem- 
bers that personal differences and problems 
of relationships can and must be worked 
through together. This conviction rests upon 
the recognition of the paramount value of 
group unity which in time of overwhelming 
crisis must take precedence over the value of 
any single individual. Nurses who have lost 
family, friends, property, and the community 
way of life, in which so much feeling is in- 
vested, may have little other source of emo- 
tional support than that of the group to en- 
able them to function productively. 

Religious worship and counseling with re- 
ligious advisers should be made available as 
soon as possible for all involved in a disaster. 
The need to maintain ideals of service to 
others and the need to feel that there is an 
Ultimate, not disrupted by the frustrations of 
daily life, will make religious advisers and re- 
ligious services ot great help in keeping up 
morale in time of disaster. Feelings of isola- 
tion and loneliness are frequently resolved 
in individual and group recognition of powers 
for good beyond the touch of present dangers 
and deprivations. The wellsprings of power 
to survive and to help others lie for many out- 
side the realm of human knowledge and power 
and are available through religious contact 
with their God. Religious sources of comfort 
and power can be depended upon in times of 
crisis. 
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Interdependence leads to problems 

So much feeling of mutual dependence may 
exist among the members of a civil defense 
team that problems can arise from this inter- 
dependence also. Some people are distrustful 
of any situation which emphasizes their de- 
pendence on others and may react against 
their dependent needs by irritability, over- 
activity, and efforts to isolate themselves, at 
least partially, from the group. Others, con- 
versely, yield all too readily to their depend- 
ency needs in time of crisis, avoiding their 
full share of responsibility or finding it diffi- 
cult to work independently. All of us react 
in both of these ways to some extent and it is 
rather unusual to find either kind of extreme 
behavior. It is easier for people to work to- 
gether if they recognize the naturalness of 
their mutual dependency and are not ashamed 
of their need to rely on others. 

Unusually dependent people may need a 
great deal of help in carrying responsibility. 
In the long run these people are less likely 
to present serious problems than are the ones 
who persistently deny their need for help and 
moral support. Among the latter group we 
find those who keep themselves perpetually 
busy and who seek increasing responsibility 
out of all proportion to their reasonable work 
expectancy. If allowed to continue with their 
dangerous spiral these people can do signifi- 
cant harm to group organization and morale, 
as well as to themselves, when their bubble 
bursts. It is the wise group leader who is 
concerned about the individual who refuses 
help and protects the worker who is too willing 
to take on added responsibility. 

Strong interdependence among people living 
and working together naturally results in the 
development of affectional ties and arouses 
strong sexual feelings. It is reasonable to 
assume that civil defense workers, under con- 
ditions of crisis, will present the same kinds 
of sexual problems that have confronted 
armies and other organized groups throughout 
history. In considering this from our peace- 
time perspective we are likely to concede, 
reluctantly, however, that professionally 
trained people can have such problems. But 
the forces operating in wartime are powerful 
and the feelings aroused by these forces can 
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also be powerful, so it is not generally possible 
to predict stress behavior on the basis of 
peacetime feelings. 


Increased sex activities 

Sexual feelings and love interests arise for 
a number of reasons. In a crisis old friend- 
ships often have been suspended or inter- 
rupted, loved ones may have died or contact 
with them may have been lost, and old habits 
of living have been altered. In such periods of 
loneliness many feelings must find new invest- 
ment, and the close living and working ar- 
rangements of the group encourage the de- 
velopment of affectional ties. The perpetual 
imminence of danger makes for a sense of 
desperation and urgency to seek for oneself 
such pleasures and emotional satisfactions as 
the situation may offer. Many fears and other 
negative feelings are easier to handle if they 
can be submerged or ameliorated by a strong 
love interest. The need for this kind of close 
attachment to one person is likely to be 
greatest among those members of the team 
who have not been able to relate themselves 
adequately to the group, either because of 
their own personal difficulties or because of 
poor group identification. 

Other problems in interpersonal relation- 
ships can masquerade as love. Hostility, feel- 
ings of inadequacy, the need to dominate or 
to be dominated, and other feelings may be 
closely associated with sexual drives, so that 
the person who arouses one or more of these 
nonsexual feelings may become the object of 
love interests as well. No close relationship 
between two people can be completely devoid 
of hostile-angry feelings, but special problems 
arise when the ratio of hostility to love in- 
creases. For love, like Carl Sandburg’s grass, 
seeks to “cover all,” cloaking animosities with 
an amorous veil as though seeking to hide 
from the individual his own true feelings. An 
increase in feelings of hostility may occur 
under any circumstances but is most likely 
to develop between individuals when they are 
subject to strong emotional stress. The prob- 
lems presented for civil defense teams are two- 
fold. First, the relationship demands so much 
in feeling from the two people involved that 
their work efficiency and value to the group 
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are impaired. Second, when the relationship 
begins to break down, as frequently happens, 
hostile-angry feelings are released between the 
two people and spread over the group, result- 
ing in definite strains on the group solidarity. 
The problems presented for the individual in 
such a relationship are chiefly those of emo- 
tional strain, which lowers the person’s toler- 
ance of external stress. : 

Another factor favoring increased sexual ac- 
tivity is the personal predisposition of some 
people, the so-called “wolves” and their female 
counterparts, to place all social relationships 
with members of the opposite sex on an amor- 
ous basis. Such behavior is generally related 
to a deepseated sense of insecurity on the 
part of the individual in his relationships with 
persons of the other sex. A solution for this 
problem is sought by reducing all personal 
relationships to their least common sexual 
denominator, physical contact. These people 
are usually sharply censored, if not firmly 
ostracized, and thereby contribute to the dis- 
unity of the group. 

These and other factors favoring sexual 
~ modes of expression under stress indicate that 
the bases for this behavior are various and 
deeply rooted in our personal needs, and are 
related to special circumstances arising in war- 
time and during disaster. Because of this, 
moralistic denunciations and prohibitions are 
ineffective. The group leader who relies on 
various forms of coercion to control behavior 
gains little but the opportunity to study the 
unlimited resourcefulness of people under 
stress. 

Efforts to prevent promiscuity and sexual 
irregularities can have the limited objectives 
of sparing our moral sensibilities and control- 
ling the spread of venereal disease. But they 
can also have the broader objectives of help- 
ing the individual to come to a better under- 
standing of himself and of working with him 
through the group to the end of a more effi- 
cient investment of his energies in productive, 
group supporting activities. 

Effective handling of sexual problems re- 
quires that the group leader see sexual be- 
havior as a form of self expression of people— 
people who, at some level of their awareness, 
are rather seriously confused regarding the 
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basis on which they can relate themselves to 
their coworkers, their group, and the disaster 
situation about them. It is also important 
that the leader recognize that people under 
stress often resort to less mature methods of 
self expression than are usual for them and 
that various forms of sexually irregular be- 
havior, including homosexuality and auto- 
erotic practices such as: masturbation, may 
occur in response to the stress situation. Ii 
the leader is close to his group he will recog- 
nize that sexually inappropriate behavior can 
arouse guilt feelings, sometimes unnecessarily 
strong ones, which in themselves can further 
isolate the individual from the group. 

The necessity for tolerance and understand- 
ing, however, does not mean that the leader 
is deprived of all authority and firmness. On 
the contrary, authority and firmness are es- 
sential for the leader who has responsibility 
for the maintenance of a high level of group 
morale and efficiency. Leadership includes 
the responsibility for the enforcement of 
regulations governing conduct and for the in- 
vestigation of violations. Any significant in- 
crease in violations must be recognized as an 
indication of lower group morale, unless the 
regulations are so restrictive that they prevent 
a healthy spirit of self discipline and col- 
laboration. 

Group attitudes toward sexual as well 
as other behavior will inevitably be colored 
by those of the leader. The nonjudgmental 
discussion of common problems can do much 
to develop a healthier orientation within the 
group and to encourage group support for 
troubled individuals. The individual nurse's 
responsibility for her own conduct is, of 
course, the basis for group organization. Al- 
though we have stressed the strong dependence 
of individuals on the group and the group 
leader, in reality this process is one of mutual 
support. The fundamental purpose of group 
organization in civil defense training is that 
of survival, and the strength and solidarity 
of the group provide the means. 


Responsibility for self evaluation 
Each nurse has the responsibility for care- 
fully examining her relationships with other 
members of her civil defense team. Much of 
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this kind of self evaluation is carried on, more 
or less consciously, by each of us in our day- 
to-day living. Discussion can help to clarify 
group relationships but final responsibility 
rests with the nurse herself. She also must 
learn to recognize and to stay within her own 
personal limitations. It may be difficult for 
her in ordinary circumstances to relinquish 
responsibility, to leave a pressing work assign- 
ment, or to curtail activity in favor of much 
needed rest. It is almost impossible for her 
to keep within her limitations when demands 
for service continually exceed her capacities 
and when. the sheer magnitude of the job to 
be done seems to require that she disregard 
her fatigue. 

Staying within limitations involves coming 
to terms with deepseated feelings. A certain 
amount of this emotional work can be done 
in the predisaster period. As was noted in the 
discussion of mass reactions, the level of 
morale during the early disaster period depends 
very largely on the extent to which people have 
acquired specific skills and worked through 
certain feelings before the disaster occurs. 

Civil defense training is analogous to that 
given soldiers as preparation for warfare. 
However, in contrast to soldiers who receive 
fulltime training away from home in a simu- 
lated war setting, nurses are trained for 
civilian warfare in a peacetime setting which 
has little similarity to the disaster situation 
for which they are being prepared. In addi- 
tion to the inevitable and fortunate lack of 
realism, civil defense training is superimposed 
on the busyness of daily living, which rein- 
forces natural aversions to facing what is 
feared. 

These are the emotional problems which 
civil defense training can help people to meet. 
Working through them beforehand can mean 
the difference between maintaining good 
morale and risking the development of de- 
moralization and panic. 

The foregoing pages have stressed some of 
the problems facing the nurse in time of dis- 
aster, giving some indication of the positive 
supporting factors to be found in various situa- 
tions. It may be well again to summarize the 
sources from which the nurse can hope to gain 
support. 
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Summary 

By all odds, a most important single sus- 
taining factor in time of stress is the relation 
of the nurse to her civil defense team. To the 
extent that this is recognized by each member 
of the team giving to the group his primary 
allegiance, very substantial help will be avail- 
able for the multitude of trials which inevit- 
ably will arise in the wartime situation. An 
openminded responsible attitude toward indi- 
vidual and group problems and a frank dis- 
cussion of them can add immeasurably to 
group solidarity and strengthen the morale- 
building potentialities of group relationships. 

Of additional importance is the nurse's 
awareness of her own feelings, in so far as is 
possible, and her willingness to face and handle 
them responsibly. No feelings of which the 
individual is capable are unworthy or dis- 
graceful in themselves, but many feelings can 
lead to unworthy behavior if they are not 
recognized and faced responsibly by the indi- 
vidual. It is often extremely difficult to evalu- 
ate one’s feelings without outside help, so 
discussion of one’s feelings with the group or 
with a responsible and capable confidant can 
be of inestimable value in helping the indi- 
vidual nurse to maintain a wholesome orienta- 
tion to her own situation. 

Of similar value to the nurse is accurate in- 
formation about the wartime situation and her 
relation to it. Her knowledge about the 
nature and possible consequences of different 
types of disaster can allow her to work through 
many of her pertinent feelings beforehand and 
can lessen the emotional shock of the actual 
situation. Her knowledge about the definite 
things she can do to help herself and others 
facilitates her adjustment to the larger dis- 
aster situation and helps her to find meaning 
in her own participation. 

The skill the nurse acquires through peace- 
time drill and practice enables her to function 
automatically during her own recoil phase, 
and to lay the groundwork for self confidence 
in the disaster situation. It also helps her to 
function as a responsible member of her group, 
contributing to it in terms of service and also 
drawing from it in terms of self esteem. 

The nurse’s religious faith and philosophy 
of life can sustain her in the midst of death 
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and destruction as they have in other times of 
personal crisis. 

She can also be supported by the heritage of 
nursing and can gain emotional satisfaction 
from giving real and meaningful service to 
people in time of need. These very real values 
which led most nurses to the choice of their 
profession have been rewarding in time of 
peace and can be doubly rewarding in time of 
war. 
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HOW PEOPLE ACT IN DISASTERS 

The article on emotional stress in the current 
issues of Pustic HeattH Nursinc has interested me 
greatly, since I have recently been able to watch 
people under conditions of stress following our 
plane crashes, especially the third one. The plane 
crashed into and set fire to the apartment building 
next door to Red Cross headquarters before it came 
to earth in the grounds of the Janet Memorial 
Orphanage. 

Because of our proximity to the scene of the 
disaster our headquarters served as refuge, club, 
restaurant, first aid station, and meeting place. 
The survivors from the apartment building behaved 
exactly as stated in the article—they gathered in 
groups; they talked; they occasionally became very 
emotional; later they grew resentful. 

The article does not mention one characteristic, 


however—they ate. They ate nervously and absent- 
mindedly, but they managed to consume vast quan- 
tities of food at frequent intervals. Of course, these 
survivors were not the only people Red Cross was 
feeding. We also fed the police and firemen, the 
press, representatives of the airline and of the 
insurance companies, and various miscellaneous per- 
sons, even a kitten-—probably a survivor—who came 
in at noon when everyone else did. 

The survivors also smoked. The entire house was 
permeated with tobacco smoke. So were we, our 
clothes, and our hair. Because it seemed to have 
a calming effect we were glad to have them do it. 


Mary S. McDermott, R.N. 
Director, Nursing Services 
Elizabethtown Chapter 
American Red Cross 
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Training for Childbirth 


WILLIAM H. GENNE 


J UST AS AN athlete trains for his big 
event, so the mother should train for hers. 
To help her to be physically and emotionally 
ready is our big job. This is the philosophy 
behind the training for childbirth classes spon- 
sored by the Clara Elizabeth Fund for Ma- 
ternal Health of Flint, Michigan. We had 
729 mothers in our classes in 1950 and 1,107 
in 1951. This response in a city of 160,000 
people indicates the tremendous eagerness of 
mothers for this type of help. 

The basic content of our training is similar 
to that developed by Yale University and by 
the Maternity Center Association of New 
York and, in general, our program is similar 
to the programs described earlier in this 
magazine* although there are several aspects 
of the Clara Elizabeth Fund program which 
are different. 

How do we secure enrollment? Everyone 
who attends a series of classes for expectant 
mothers, fathers, or couples sees a demonstra- 
tion of the material covered in the training for 
childbirth classes. Our nurse physical thera- 
pist gives this demonstration and relates the 
training in posture, relaxation, and breath con- 
trol to the total experience of pregnancy. The 
backlog for the large number of women who 
attended the training classes came from the 
1,592 mothers registered for mothercraft 
classes in 1951. Mothers are admitted only 
with the written permission of their physicians. 

Who does the teaching? Two of our nurs- 
ing staff have preparation and experience in 
public health nursing. One, a physical thera- 
pist, carries the major responsibility for the 


Mr. Genne is teacher-counselor, Clara Elizabeth 
Fund for Maternal Health, Flint, Michigan. 


classes and the other, a former obstetrical 
supervisor, assists in carrying the increasing 
load. 

Successful training for childbirth depends 
not only on the mother but also on real team- 
work between the nurse, the doctor, and the 
husband. To achieve this teamwork the Clara 
Elizabeth Fund staff pays special attention to 
each of these three groups. 

The nurses. Our staff nurses visit the ma- 
ternity wards and labor rooms of the various 
hospitals each day. While helping patients, 
those who have been in our classes and those 
who have not, they also have an opportunity 
to talk over the special training with the hos- 
pital nurses and to share with them some 
ideas on how they can assist the patient in 
practicing what she has been taught. 

The doctors. The Medical Advisory Com- 
mittee of the Clara Elizabeth Fund takes an 
active part in our program and assists in 
teaching the staff and the mothers. These 
physicians feel an obligation to acquaint the 
medical profession with the latest develop- 
ments in maternal and infant care. Working 
in cooperation with the Genesee County Medi- 
cal Society, they sponsor the annual Fund 
Lectures which bring outstanding authorities 
to lecture to members of the profession. More 
than 100 physicians in the Flint area have 
referred patients to our classes. As one put 
it, “These classes make the practice of ob- 
stetrics much easier.” 


*Kunz, Gertrude M. Childbirth without fear. 
Pustic HeattH Nursinc, November 1951, v. 43, p. 
610. 

Peck, Elizabeth. Moihers’ classes answer a com- 
munity need. Pustic HeattH Nursinc, November 
1951, v. 43, p. 616. 
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The fathers. Each demonstration to the 
men’s forum (for expectant fathers) and the 
couples club also shows how the father can 
help the mother during pregnancy and during 
the first stage of labor. Such shared informa- 
tion makes for real partnership between hus- 
band and wife throughout the later stages of 
pregnancy. 

What about follow-up? The daily visits of 
éur nurses to the labor rooms in the various 
hospitals give them an opportunity to assist 
both patients and nurses and provide a con- 
stant check on the work being done in classes. 
Another visit is made before the patient re- 
turns home, to get her reactions to the help- 
fulness of the material as well as to help her 
to get ready for her life at home with the 
new baby. 

Total program desirable. Not only is team- 
work necessary throughout pregnancy but a 
program for meeting family needs is also 


TRAINING FOR CHILDBIRTH 


393 


desirable. A total program fits into each 
‘stage of the life cycle of the family to implant, 
nurture, and reinforce wholesome attitudes as 
well as to correct information about childbear- 
ing. Briefly outlined, our program will touch 
the life of an individual at these points: 

Preschooler—parent training cooperative nursery. 

School-ager—classes on reproduction with the 
parents (using Dickinson models). 

Junior high—courses in family living (including 
models) at ninth grade. 

Senior high—courses in family living (including 
models and a movie on natural childbirth). 

Engaged and newly married couples—series of dis- 
cussions. 
Expectant parents—mothercraft, 
couples club, training for childbirth. 

Maternity patients—hospital visits. 

Parents—consultation service: the parent training 
cooperative nurseries (and the cycle begins again). 

After twelve years of experience we can 
testify that each stage has its own needs. 
Some of our couples have seen the models in 
junior high, in senior high, and in mothercraft, 
and yet have not ceased to wonder at the 
miracle of birth. Twelfth grade girls, many 
of them engaged, are more ready to come into 
the classes after they marry and become preg- 
nant and are more responsive to the work 
presented. 

We realize, of course, that the Clara Eliza- 
beth Fund is a special agency. Our experi- 
ence, however, demonstrates the need and the 
value of a program meeting specific needs at 
each successive stage. Our resources and staff 
are small but well within the reach of any alert 
community that desires to meet adequately 
the needs of its families. 


men’s forum, 


P vcane at into the educational system of the country seems essential for numbers and 


varieties of programs. 


If this can be accomplished nursing students will be given a fair share 
in public support of education through taxes and gifts. 


If this support, variety, and distribution 


of opportunity can be secured supply can be increased both by broadened resources of potential 


personnel and by shortening courses through concentration upon educational purposes. 
this integration would be beneficial not only to nursing but to general education. 


I believe 
More widespread 


knowledge about health problems and services is badly needed and departments of nursing have 
much to contribute both in sharing these interests with others and in acquainting them with the 
methods of nursing education in dynamic preparation for a social service. 


Marcaret BripGMaNn 
Consultant in Collegiate Nursing Education 
Russell Sage Foundation 
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Inservice Education: The Supervising Nurse 


This is the first in a series of articles describing inservice education plans for 
various types of public health workers during reorganization in an official agency. 


RUTH EASLEY -RIVES, R.N. 


W ix THE Erie County Department of 
Health was organized in January 1948 the 
services of three agencies, which had been 
functioning for many years as separate en- 
tities, were united: the Buffalo City Depart- 
ment of Health, the Lackawanna City Depart- 
ment of Health, and the Erie County Public 
Health Nursing Service. The first two agen- 
cies had functioned under separate boards of 
health and had served the urban population 
of their respective municipalities; the third 
had been administered by a public health com- 
mittee appointed by the Erie County Board of 
Supervisors, and had served the suburban and 
rural population in Erie County outside of 
Buffalo. 

The public health problems of these three 
areas, while similar in certain basic respects, 
had unique features peculiar to the areas— 
characteristics of population, community 
interest and participation, sanitation, school 
health services, and general knowledge about 
local health problems. The interest and 
efforts of their respective staffs had been 
focused on the local problems and fused with 
the others at few points. The most apparent 
area of cooperation had been in the approach 
to tuberculosis control, which was a major 
problem common to all. 

Consideration of this merger had been 
going on for many months prior to the actual 
organization and there had been opportunity 
to discuss it with both urban and rural nurs- 
ing groups. The Council of Social Agencies, 
the Erie County Board of Supervisors, the 

Miss Rives is director of nursing, Erie County 
Health Department, Buffalo, New York. 


Common Council of Buffalo, the Common 
Council of Lackawanna, the Erie County 
Medical Society, the Buffalo Foundation, the 
New York State Department of Health, and 
other interested groups studied and weighed 
the more urgent administrative problems in- 
volved. There was time for an evaluation of 
the staff public health nurses for supervisory 
potentialities during this interval. They were 
selected by their administrative groups, inter- 
viewed by the consultant in counseling and 
placement of the New York State Nurses’ 
Association, and upon recommendation of 
these groups to the New York State Depart- 
ment of Health several nurses were enrolled 
in school for two semesters to complete the 
bachelor of science degree in public health 
nursing. When the County Department of 
Health was organized these nurses were in 
school, but received their degrees in June 
1948, which was in ample time for them to be 
examined for civil service appointments. Sev- 
eral of them functioned in a provisional ca- 
pacity until the examination was held. 

The transition has been gradual, with the 
chief nurses of the old regime holding office 
until retirement but lending their support to 
the new organization and encouragement to 
their staffs. Enough cannot be said for the 
splendid cooperation which they gave to the 
new program; without it seemingly insuper- 
able obstacles would have arisen. Change 
takes place in people oftentimes only if they 
wish to change and one of the major problems 
has been to convince some of the staffs of 
the difference between the program they had 
been carrying for years and the generalized 
program which we were interested in having 
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them assume. Years spent in a rather routin- 
ized program, specialized to a great extent, 
had resulted in a complacent, satisfying regime 
for the staff; the schools and the community 
accepted the service and found it essentially 
satisfying. Many of these nurses, when super- 
visory positions were available, found it some- 
what bitter to accept the fact that their years 
of experience did not qualify them for the 
positions. They had missed the professional 
stimulation that comes from advanced educa- 
tion and simply were not ready for larger 
responsibility. 

In the selection of supervisory personnel 
the most painstaking evaluation should be 
made to insure placing the right person in the 
right place, remembering how difficult it is 
for a nurse to supervise those with whom she 
has worked as a staff nurse. It requires more 
than a new job classification and a raise in 
salary to establish a person as a successful 
supervisor, for often the staff know her— 
especially her shortcomings—better than the 
administrator does. It is well to remember, 
too, that some nurses do not adjust well to 
supervisory or administrative status. We 
tend to select a “good” staff nurse for promo- 
tion to supervision and, although she may be a 
success, she would have been happier working 
directly with patients and with the community. 
There are many staff nurses who should stay 
where they are; their contribution is superior 
because of the personal adjustment. Remove 
such a nurse from a satisfying situation and 
promote her to supervision and you may have 
a misfit. Sometimes the desire for greater 
prestige or for a better salary may motivate 
the nurse to seek promotion without really 
wishing to change her work pattern. The 
nurse who works well with students and who 
likes to teach may be singled out for promo- 
tion; the nurse who utilizes various attention- 
getting devices may bring herself to the notice 
of administration. All motives, plans, quali- 
ties of leadership, professional interests, should 
be carefully analyzed with the nurse before 
she is encouraged to go forward in the public 
health field. Most of us would like to believe 
that we are in our present situation because 
we are the one person, at this particular time, 
who can do this job best, but that is seldom 


EDUCATION 395 
true. We are more likely to be in it because 
it is a hard job that someone else thought 
we could do well. 


T WAS CLEAR very early in our experience 

that if we were to hold our new supervisors 
together in a mutually satisfying program it 
would be advisable to give them intensive in- 
service education to: 

1. Interpret new. phases of old programs. 

2. Keep them abreast of current develop- 
ments within the department and in the 
broader public health field, thus gaining per- 
spective. 

3. Help them become oriented to the func- 
tions of a supervising nurse and to know what 
administration expected in the way of super- 
visory and staff accomplishment. 

4. Let them “ventilate” their problems indi- 
vidually and in a group. 

5. Help accustom them to working together 
as one unit or team. 

Our new supervisors brought with them 
the knowledge and ability of the public health 
nurse and the theoretical background required 
for the supervising public health nurse. Many 
had the advantage of both specialized and 
generalized preparation, but most of them 
needed supervisory experience. We were all 
conscious of the fact that they could become 
involved in the administrative details of 
supervision and not have sufficient time to 
devote to actual field supervision of the staff. 
Supervisors are sensitive to what administra- 
tion expects of them and make a genuine 
effort to meet the demands for inventories, 
reports, relaying of referrals, requisitions, and 
so on, meanwhile often leaving the staff nurse 
to struggle alone in her quandary. 

Even the cardinal principles of administra- 
tion place supervision third in order of import- 
ance: (1) to organize (2) to deputize (3) to 
supervise. There are other musts in relation 
to supervision which we have tried to empha- 
size: The supervising nurse must have a 
concept of her job as a supervisor—a philoso- 
phy which will enable her to work out a satis- 
fying plan in spite of all the interruptions and 
detours she will encounter. She must know 
well the content of supervision so that even 
though she is only two jumps ahead of the 
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staff nurse she is able to think as a super- 
vising nurse. She must have courage to make 
decisions in the face of adversity and must 
be emotionally mature enough to take re- 
sponsibility for these decisions. She must 
have conviction that her place in the program 
is important and that what she does as a 
supervising nurse determines the quality and 
amount of service in her area. Last, she must 
be able to accept compromise, realizing that 
seldom is perfection expected or achieved. 
Often she is caught midway between adminis- 
tration and staff in major difficulties, where 
her loyalties lie in one direction and her sym- 
pathies in another. She must be able to accept 
less than she hoped for, make the best of it, 
and move on to the next issue with perfect 
equanimity. Change is the only thing of 


which she may be absolutely certain and she 
should be equipped to accept and adjust to it. 

A period of orientation in an internship 
with an experienced supervisor is invaluable 
and it is advisable to have this given in an 
area other than that to which the new super- 


vising nurse eventually is assigned. Time and 
opportunity did not permit this in our case 
so we made up for it as best we could in other 
ways. 


Orientation 

This consisted of interpretation of the re- 
organization of the program with the merger 
of the city departments of health and the 
county public health nursing service; intro- 
duction to the commissioner of health and his 
deputies, as well as other staff officers and 
directors of divisions, with personal interpre- 
tation of their programs; explanation of the 
organizational chart of the Erie County De- 
partment of Health; delineation of the major 
health problems. 


Evaluation 

Area. Each supervising nurse was requested 
to study her area with reference to nursing 
service: What are the major difficulties in 
carrying out your program? What do you see 
are the chief weaknesses in the public health 
nursing service? What would you do about 
them if you could do all the things you con- 
sider necessary? Over a period of several 
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months community surveys were made. 
Monthly reports now contain periodic evalua- 
tions of the area. Supervisors and staff nurses 
are encouraged to state their problems and 
describe their successes and make suggestions 
in their monthly reports. If they have 
“gripes” this allows for free catharsis. 

Sound evaluation fosters the development 
of good employee performance. Participation 
in the evaluation of programs and services 
gives the supervising nurse the privilege of 
expressing her own ideas, gives recognition to 
the value of her suggestions, and appreciation 
of her place in the program. 

Self evaluation. Utilizing a rating scale 
designed for executives each supervising nurse 
was requested to evaluate herself. This was 
for her own information and could be dis- 
cussed with the director of nurses if she 
wished. 

Staff evaluation. This process has been 
slow in developing, as there was resistance to 
it from the supervisory group. When it was 
not entirely new to the supervising nurse 
acceptance was more prompt. 


Supervisory conferences 

Administrative. These are held monthly or 
oftener, depending upon the need. Early in 
our program they were held once or twice 
each week to discuss various aspects of new 
plans. Now they are held once each month 
for the entire group. In addition the adminis- 
trative assistants hold conferences in the 
district offices. Such topics as these were 
discussed: medical rehabilitation program, 
interview technic in venereal disease, tuber- 
culosis program including value of case con- 
ferences, principles of home visiting, evalua- 
tion of home visits, priorities of service, classi- 
fication of generalized service, biostatistics, 
community nursing services other than those 
of the official program, monthly reports, Red 
Cross home nursing, community relationships, 
clerical assistance in district office, schools and 
child health clinics, use of volunteers. 

The program for the administrative con- 
ference is based generally on current problems. 
Each month the commissioner of health meets 
with the supervisory public health nursing 
staff to consider particular problems. 
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Educational. Educational programs are 
planned for the supervisory staff each year 
around some urgent need; after a supervisor 
has had the content of this program she is 
responsible for relaying it to her staff in 
whatever way she deems most practical— 
group conference, individual conference, dur- 
ing home visit, clinic, or school visit. Some 
of the topics covered in these sessions have 
been tuberculosis control and _ tuberculosis 
nursing, health education technics, problems 
in family living, and, more recently, teaching 
self help and neighbor help in civil defense. 
This type of program is conducted in a series 
of meetings held over a period of several 
weeks. 


Specialized preparation. 

Not wishing to employ specialized con- 
sultants on our staff, inasmuch as such con- 
sultants are available through the New York 
State Department of Health, we thought it 
would be desirable to have each supervising 
nurse proficient in a specialty. We therefore 
gave each supervisor the opportunity to ex- 
(press a preference and when possible have 
followed this through with special preparation. 
At present we have six supervising nurses and 
seven assistant supervising nurses. At least 
one nurse in this group is well prepared in 
medical rehabilitation—nurse physical thera- 
pist, tuberculosis, venereal disease, maternal 
and child health, school nursing, new drugs, 
and cancer. One supervisor has accepted the 
responsibility for setting up an index of new 
drugs and keeping this up to date. All the 
supervising nurses have attended a one-week 
institute in cancer nursing at Roswell Park 
Memorial Hospital. 

We still need supervisors with special 
preparation in geriatrics, pediatrics, mental 
health, safety education, and industry. We 
hope to be able to round out these experiences 
in the next year or two. We have valuable 
assistance from a fulltime nutritionist and 
two fulltime child psychologists on the staff. 

The nurse with special preparation in a 
given area is expected to keep up to date in 
her field, to report on new aspects and de- 
velopments at supervisory conferences, to 
utilize this knowledge in her day-to-day work 
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with the staff, and to give consultation to the 
staff on difficult problems. Several supervis- 
ing nurses may be concerned in helping to 
solve problems found in one staff nurse’s case- 
load. Where there are understanding and 


confidence this can be carried out without 
difficulty—it is cooperative spirit that makes 
a program real, dynamic, alive. 


Personnel policies 

These were set up as soon as possible after 
the organization of the department, were in 
conformance with those for all Erie County 
employees, and were approved by the Board 
of Health of Erie County. Personnel policies 
should always be stated clearly in relation to 
overtime, sick leave, vacation time, special 
privileges, et cetera, for nothing can give rise 
to as many supervisory problems as confused 
personnel policies—particularly in an indus- 
trial area where often the men of the family 
are members of unions. 


Manuals 

Manuals were written and special helps 
organized for the supervisory group as early 
as possible. The manuals covered record 
forms and the various services. 

The manual on supervisory aids included 
such items as personnel policies, civil service 
regulations, qualifications of the staff, certi- 
fication of the school nurse-teacher, retire- 
ment plan, hospitalization under Blue Cross, 
health and accident insurance plans, appren- 
tice program, Nurse Practice Act, budget plan- 
ning, program planning, organization chart of 
the New York State Department of Health, 
organization chart of the Erie County Depart- 
ment of Health—in short, the data a super- 
vising nurse in an official program should have 
at her fingertips. 


Literature of public health 

During the first year, 1948, we were able to 
buy for our professional library most of the 
currently useful books on public health and 
public health nursing which we have had 
indexed according to the Dewey decimal 
system and have made available to the mem- 
bers of the department. We have added to 


(Continued on page 402) 
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What Does It Cost To Operate a Salesman’s Car Today? 


An expert auto’ cost accountant answers this question in terms 
of twenty-four United States “cost areas” and in terms of 


one standard car: the 1950 Chevrolet. 
you to look critically at your own automobile costs. 


His figures will hetp 
What 


he says for salesmen’s car ‘costs applies to public health nurses’ 
car costs also. 


R. E. RUNZHEIMER 


I. THE ACCOMPANYING map and table 
we present newly revised automobile standard 
allowances reflecting current cost and operat- 
ing conditions by twenty-four United States 
cost areas and based on the 1950 Chevrolet. 
These allowances incorporate for the first 
time the results of our recently completed 
study on postwar passenger car depreciation 
which had been carried on for more than 
thirty months. 

The basic data on costs and operating con- 
ditions reflected in these allowances are, of 
course, the same as are reflected in the Runz- 
heimer Plan of Automobile Standard Allow- 
ance which is now being used by 140 American 
and Canadian companies in controlling busi- 
ness mileage allowances for a total of approxi- 
mately 10,000 drivers. However, for the 
sake of simplicity we report in this article al- 
lowances by only twenty-four cost areas com- 
posing the entire United States. This means 
that the degree of accuracy is appreciably less 
than it is where allowances are established 
for each individual driver’s specific territory. 
It is our estimate that in the majority of cases 
these cost area standard allowances will be 
approximately $75 per car annually higher 
than accurately established individual terri- 
tory standard allowances. 


Reprinted from Sales Management, August 15, 
1950, with permission of author and editor The 
author is a member of the firm, Runzheimer and 
Company, research engineers in Chicago. 


For the above reason we recommend that 
companies operating fifteen or more privately- 
owned cars regularly on business use an indi- 
vidual territory standard allowance plan. At 
$75 per car the annual saving involved with 
fleets of fifteen or more cars is sizable enough 
to justify fully this recommendation. How- 
ever, companies operating fewer than fifteen 
privately-owned cars regularly will find these 
cost area allowances a big improvement over 
the usual flat or uniform allowance system. 
It is for this class of company that the in- 
formation in the accompanying map and table 
is primarily intended. 


Cost items included 


The annual fixed costs reported under 
column 1 on the accompanying table include 
the current standard manual annual premiums 
on comprehensive insurance, $5,000 property 
damage insurance, $15-30M public liability 
insurance, state license fees, certificate of title 
fees, driver’s fees, and depreciation. These 
fixed costs for each cost area have been estab- 
lished for the designated basing point city. 

Fixed allowances per day reported under 
column 2 of the table are simply figures under 
column 1 divided by 365 and expressed to the 
nearest cent. 

Total per-mile allowances under column 3 
of the table cover the operating cost items re- 
imbursed for on business driving; namely, 
gasoline, oil, greasing, washing, service, main- 
tenance, and tires. 
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Automobile Standard Allowance on 1950 Chevrolets by 24 United States Cost Areas 


Cost Area Basing Point for 
Fixed Charges 

San Francisco 

Butte, Montana 

Sacramento 

Tucson, Arizona 

Las Vegas, New Mexico 

El Paso, Texas 

Omaha, Nebraska 

Duluth, Minnesota 

Joplin, Missouri 

Tulsa, Oklahoma 

Houston, Texas 

Ft. Smith, Arkansas 

Chicago 

Birmingham, Alabama 

Syracuse, New York 

Pittsburgh 

Chattanooga, Tennessee 

Saratoga Springs, New York 

New York, New York 

Chelsea, Massachusetts 

Jersey City, New Jersey 

Philadelphia 

Charleston, South Carolina 

Miami, Florida 


Total Annual* 
Fixed Costs 


CAR OPERATION COST 


(3) 
Total Per- 
Mile Allowance* 


3.1 cents 


(1) (2) 
Fixed Allowance* 


Per Day 


$535 
475° 
510 
473 
491 
441 


| 


YH SD: 


ao 


* The euther weltes that since 1950 there have bese increases in the fixed costs annually of operat- 


ing a Chevrolet class car of about $50 and in the per-mile operating costs of approximately 2 mills. 
The addition of these amounts to the annual fixed allowances and total per-mile allowances shown in the 
jtable will bring them reasonably accurately into line with present conditions. (1952) 


Items subject to special reimbursement 

There are some items properly subject to 
reimbursement on business mileage which are 
not included in the daily fixed and total per- 
mile allowances reported in the table for the 
reason that we do not believe these items lend 
themselves defensibly to standardization. We 
recommend that these be reimbursed for as 
special amounts on the periodic expense ac- 
counts, as incurred and reported by the drivers. 
These items are local city license fees, local 
property taxes, daytime parking, overnight 
parking when away from home city, and 
bridge and ferry tolls. 


When over 18,000 miles annually are driven 

The allowances established for depreciation 
as a part of annual fixed costs under column 1 
of the table are adequate up to and including 
18,000 miles of business travel annually. 
Above 18,000 annual miles of business travel 
the standard depreciation allowance on the 
Chevrolet class car increases by approximately 


$10 per thousand. For example, a man driv- 
ing 25,000 business miles in a twelve-month 
period would be entitled to an additional de- 
preciation adjustment at the end of that 
time on the mileage in excess of 18,000. This 
is seven times $10, or $70. 


How to determine your allowance 

You can readily find the correct allowance 
to apply to the particular salesman’s | nurse’s] 
territory in which you are interested by fol- 
lowing these three steps: 

1. Establish as a fixed allowance the amount 
shown under column 1 for the cost area in- 
cluding the salesman’s home city. 

2. Establish as a per-mile allowance the 
prorated average of the allowances shown 
under column 3 for the cost areas in which 
business mileage is driven. The per-mile al- 
lowance so determined is paid the driver in 
addition to the daily fixed allowance shown 
under column 2 on all reported business 
mileage for the expense account period. 
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3.7 
33 
3.5 
34: 
3.3 
444 3.5 
478 3.1 
463 3.0 : 
ly 484 3.1 
438 2.9 
454 34 
469 2.9 
454 3.2 : 
467 2.9 
445 3.1 
455 3.5 
493 3.1 
557 28 3 
486 28 
475 2.7 
471 29 
437 3.0 
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3. At the end of twelve months operation 
adjust depreciation allowances for all men 
driving in excess of 18,000 business miles by 
use of the suggested adjustment factor of $10 
per thousand. No adjustments of any kind 
are made on business mileages totaling less 
than 18,000 annually. 

‘ 
What has happened to depreciation since prewar 

To find out what has happened to the de- 
preciation pattern since prewar we made a 
special comparison between a Chevrolet 1939 
Master four-door sedan and a Chevrolet 1948 
Stylemaster four-door sedan for thirty-month 
periods. 

The Chevrolet was chosen because it is one 
of the best established and most stable cars 
in the used car market. The thirty-month 
period was taken for the reason that allow- 
ances established under the Runzheimer plan 
provide for trade-ins of cars in the Chevrolet 
class at the end of not more than thirty 
months operation, or 45,000 total business 
miles, whichever point is first reached. The 
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valuation figures are those reported monthly 
by the National Automobile Dealers Associa- 
tion. 

It was desired to avoid the so-called defense 
period in the prewar era as much as possible 
and accordingly the 1939 model Chevrolet, 
first offered in October 1938, was selected for 
analysis. 

Similarly, it was desired to record the post- 
war depreciation experience for as long a 
period as possible after the resumption of 
noticeable depreciation losses which began 
approximately in mid-1948 for cars in the 
low price class. Accordingly, the Chevrolet 
1948 Stylemaster four-door sedan, first offered 
in January 1948, was chosen. 

The main conclusions from this comparison 
of prewar and postwar depreciation are sum- 
marized in charts 1 and 2. 


What the charts show 

Chart 1 shows total depreciation in dollars. 
At the end of thirty months model life the 
1948 Chevrolet had a total depreciation of 
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approximately $250 in excess of that of the 
1939 Chevrolet, i.e., there was approximately 
a $100 higher yearly depreciation cost on a 
1948 Chevrolet than on a 1939 model. 

Chart 2 records the total depreciation 
over the first thirty months of operation of 
these two models in terms o! percentage of 
new car cost, Here the pattern is reversed 
and at the end of thirty months the 1939 
model had incurred a depreciation loss repre- 
senting 47 percent of its new car cost, whereas 
the 1948 model had incurred a total deprecia- 
tion loss representing only 38 percent of its 
new car cost. This 9 percent difference over the 
two-and-a-half-year period is an average an- 
nual difference of approximately 3% percent 
in favor of the 1948 model. 

New car delivered prices as taken at Chicago 
are $729 for the 1939 model and $1,546 for 


Inservice Education 


(Continued from page 397) 


these each year and have an interesting collec- 
tion, including some of the classics of public 
health secured by donation. In addition we 
have purchased with our student funds a 
selected list of appropriate books for each 
of our seven district offices and the chest 
clinic; we add to these, too, as particularly 
valuable books are published. The staff nurses 
are proud of them and regard them as one of 
the rewards for assisting with the student pro- 
gram. 

The summary of these activities may sug- 
gest nothing novel or challenging to the reader, 
but they are some of the things we have found 
helpful in assisting the supervising nurse with 
her job. We wish her to be free to use the 
materials and technics suggested, to bring her 
own ideas to our conferences, and to be a full- 
fledged member of our team with independence 
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the 1948 model. These prices include all 
standard accessories used for the safe opera- 
tien of the car, including the fifth wheel and 
tire, but do not include allowances for radio, 
extra or deluxe accessories, et cetera. The 
1)48 model price was accordingly about 110 
percent higher than the price of the 1939 
mudel. However, the first thirty months de- 
preciation loss on the 1948 model, of $591, was 
only approximately 75 percent higher than the 


‘depreciation loss on the 1939 model. 


In conclusion, therefore, the 1948 model 
driver experienced $100 higher yearly de- 
preciation during the first thirty months opera- 
tion of his car than did the 1939 model driver, 
but this nevertheless represented approximate- 
ly a 3% percent lower annual rate of deprecia- 
tion in terms of new car cost than the deprecia- 
tion rate on the 1939 model. 


and authority in her own district. She has 
definite responsibilities to fulfill and we be- 
lieve she recognizes them in the order of 
their importance: 

1. To provide good nursing service to pa- 
tients in her assigned area. 

2. To develop sound community participa- 
tion in public health activities through co- 
operation with other agencies. 

3. To help the staff public health nurse to 
develop to her full capacity: skilled nursing, 
comprehensive understanding, suitable atti- 
tudes, spirit of cooperation. 

The first responsibility of administration 
is to carry out the functions of the agency 
as well as it can. It should provide whatever 
training is needed to reach this objective, care- 
fully planned, systematic, inspirational, vital. 
A good program of inservice education does 
more for staff morale than any other one thing, 
for it unites the group in a common bond of 
understanding. 
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Our State Considers Its Food Habits 


MILDRED B. BARRY 


: PORTUGUESE set a good table, 
but as they are fishermen they eat fish day in 
and day out, never see a piece of meat. It’s 
a wonder they don’t have anemia. Do they 
get enough iron?” “You know the South 
County Yankees eat johnnycake and darn 
little else, and they live to a ripe old age. 
How can nutrition be so important?” ‘“There’s 
no sense struggling to get the French Cana- 
dians to eat better. Why, even the poorest 
buy fancy pastries from the bakery—and 
they’re perfectly satisfied.” 

All of us in the Rhode Island Department 
of Health have been hearing remarks like 
these for a long time. We were pretty sure 
we knew the racial food habits in our cosmo- 
politan state although we'd never really made 
a study of them. The nutritionists and other 
health workers began to think about this. 
Did we know as much as we thought we did? 
Was there any way to change our own atti- 
tudes—perhaps even to get over the feeling of 
utter frustration about the fact that people 
just don’t change their food habits? What 
could we do? 

The health department is not primarily a 
research agency. We’re not set up to compile 
data, except vital statistics, on a scientific 
basis. But we decided that we could carry 
out a simple study on a scientific basis if we 
set our sights at a level we might reach and 
if our objectives were flexible and based on 
our own needs. Here are some ,of the ques- 
tions which concerned us: Are there definite 
racial food customs in Rhode Island? Do our 
people eat fairly well? Is there any food 


Miss Barry is consultant nutritionist, Rhode Island 
Department of Health. 


definitely lacking in their diet? How can we 
improve our teaching? 

If we conducted a survey at least we'd 
know where we stood; we weren’t even sure 
of that. And it should help us to direct our 
teaching specifically to trouble areas. 

The public health nurses in the Rhode 
Island Department of Health had told the 
consultant nutritionist of their need for more 
concrete information about eating habits. At 
the same time we were working closely with 
the staffs of the Newport and Woonsocket 
Public Health Nursing Associations. All the 
public health nurses were interested in the 
contemplated project and willing to help. This 
was important as the survey was not a job that 
could be handled by one or two people. We 
planned to carry out our survey in February 
1951 and decided that the nurses would secure 
during their regular home visits information 
on a twenty-four-hour recall of diet. We 


-couldn’t manage more extensive reports, al- 


though three- to seven-day recall records 
would be more worth while. Our twenty-four- 
hour recall was to be obtained for Tuesday, 
Wednesday, or Thursday meals, which should 
give us the needed data on an average normal 
day’s diet. 

The nurses chose to question a cross section 
of their caseload—people of different ages, in- 
comes, and nationalities. The interview was 
conducted carefully, the nurses realizing that 
casual information would not do. A statis- 
tician whom we consulted thought our plan 
was adequate for the objectives we had in 
mind. It is true that at the end of the survey 
we would not be in a position to say precisely 
that Rhode Islanders are or are not well fed 
but we would know where they needed help 
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and where we could help them to improve their 
food habits. 

After conferring with the research nutrition- 
ist at the University of Rhode Island we set 
up food groupings to analyze the results: 
potatoes; leafy, green and other vegetables; 
citrus and other fruits; eggs, milk, cream, 
cheese, fish, meat, bacon, dried peas and 
beans, peanut butter, oil, soda, bread, pan- 
cakes, spaghetti, cereal, cake, cookies, other 
desserts, sugar, jam, and candy. Because we 
thought that some nationality groups ate 
sweets very heavily we gave a rather complete 
breakdown to that group. 

In this report we are discussing the findings 
of 207 records: housewives, 111; women 
workers, 27; men (workers and at home) 40; 
adolescents, 14; and school-age children, 15. 
We have other records which we have not yet 
analyzed. If we had more time we could re- 
view these records endlessly for valuable in- 
formation. We know it’s there. 

From our original breakdown we are able 
to determine on an average how many servings 
of each food each group of persons has daily. 
Milk intake follows an interesting pattern. 

Milk consumption might actually be better 
than the table shown. Often people use 
evaporated milk in coffee and tea and call it 
cream. Even so, the consumption of milk 
was considerably better than we had expected, 
and this shows the nurses that their teaching 
does bear fruit. 

Our survey was conducted during Lent. 
Many children “give up” candy at that time, 


yet consumption was great, especially among 
children. 
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We also assumed more fish would be eaten 
during Lent. Everywhere we visited there 
were complaints about the high cost of food, 
especially meat. We expected to find a mod- 
erate use of meat substitutes, but this was not 
the case. We found there was enough protein 
in the diets but the choices were not always 
wise. Here certainly is an area for our teach- 
ing. We must suggest recipes for dishes that 
are palatable as well as nutritious and inex- 
pensive. 

If we consider that the normal adult needs 
about three ounces of meat daily we see that 
consumption was high. The women workers 
and the men had enough eggs (we suggest 
about five a week) but the women at home 
and the children needed more. By totaling 
the consumption of meat and eggs we find 
excellent intake of protein food in general. 
Unfortunately, there was very little use of 
fish, dried beans or peas, or peanut butter in 
place of some of the meat. If cost is a prob- 
lem these could be used twice a week, and our 
reports show that the average intake was 
less than one serving a week for all age groups. 

We were agreeably surprised to find that 
the Rhode Islanders studied eat a fair amount 
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STUDY OF FOOD HABITS 


Consumption per day 


Meat 


lose 2ose Sose 


(at 


Men 


Ado lp scents 
Children 
(school age) 


Green & Yellow Vegetables 


(at home) 


rx) 
Men 


Adolescents 


of fruits and vegetables. Approximately two 
thirds of a serving of citrus fruit, two thirds 
to one serving of green and yellow vegetables, 
and one serving of other vegetables and fruits 
were found in ali age groups and in both 
sexes. Again this was encouraging to the 
nurse; some of her teaching had been effec- 
tive. We're planning to concentrate first on 
increasing the intake of citrus fruits, since 
vitamin C is not stored. Perhaps through 
encouraging the use of salads and of fruit for 
dessert we can accomplish this. 

One result we had not anticipated: the 
caloric intake when compared with the recom- 
mendations of the National Research Council 
was low. We realize that this comparison is 
dangerous, particularly as we had to be arbi- 
trary in our decisions about the size of serv- 
ings. Nevertheless, it is disturbing, since a 
large proportion of the calories came from 
sweets. This would be relatively unimportant 
if all the other foods were eaten as recom- 
mended in the pattern diet. It is true the 
recommendations may be high for some of the 
population, but they give us a sound basis for 
teaching and protecting the health of our 
people. 

We've also reviewed the records with special 
attention to racial food customs. Although 


Other Vegetatles & fruit 
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we have people of many nationality back- 
grounds in our state most of them are second 
and third generation Americans. We believe 
that this survey shows food habits are slowly 
changing. We found nearly as many Irish as 
Italians eating tomato pies. Oh yes, there 
still are certain food customs; we are not dis- 
counting them. The Italians are using more 
broccoli than the French. But if the French 
will eat a green leafy vegetable too, should we 
be particularly concerned because it is not 
broccoli? And perhaps if we can borrow from 
the Italians their way of preparing and serving 
it the French might like to try it as something 
new. A change is usually fun and we in 
Rhode Island should be able to enrich our 
diets by trading with one another. 

We have constantly called your attention 
to the fact that we know our survey has lim- 
itations. Certainly we know that when we 
compare the findings among sixty-one French, 
twenty-nine Italian, fifteen Portuguese, and 
seven Polish people, we don’t come out with 
a perfectly accurate picture. But for our pur- 
poses we think we see a trend and we think 
we have some clues to strengthening our 
teaching. 

Surprisingly, we find that although all the 
groups eat a good deal of sweets the Portu- 
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guese eat the most. Their diet is also poorest 
in the amounts of vegetables and fruits used. 
We wonder whether economic conditions and 
lack of knowledge about food values, coupled 
with racial food habits, might be the factors 
producing the results we attribute to racial 
customs alone. Even our scant survey leads 
us to believe further study should be carried 
out among the nationality groups. Specifically 
we might uncover the foods in each basic food 
grouping that are liked and encourage their 
use or the use of substitutes with similar values 
if they are cheaper. 

For our own interest we calculated the iron 
content of the diets of three fishermen, the 
only fishermen in our records. We had been 
interested to know whether people who eat a 
good deal of fish and little other iron-contain- 
ing foods get enough iron. Our three men 
came from English, French, and Polish back- 
grounds, The Polish-American ate meat; the 
other two mainly fish. Their diets’ average 
yielded 10.85 mg. of iron; the National Re- 
search Council’s recommendation for iron is 
12 mg. We think from this sample we don’t 
have to worry about iron for fishermen, but 
we are concerned that the three men had al- 
most no milk, peanut butter, butter, or eggs. 
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It is quite possible that their total diet is sub- 
optimal. Let ’em eat fish, but let’s try to 
improve their general intake also. 

We have one actual diet we'd like to present 
to you. It startled us and it was a warning to 
us to beware of snap judgments. .This is what 
one Portuguese-American, a mill worker on 
the graveyard shift, ate: 

Breakfast: Fried eggs, bacon, bread, and 
coffee with evaporated milk and sugar. 

Lunch: Frankfurters with mustard on rolls, 
and coffee with evaporated milk and sugar. 

Supper: Chicken soup with celery and 
noodles, enriched white bread, and coffee with 
evaporated milk and sugar. 

Even though he ate large quantities of these 
limited foods, which he liked, this seemed like 
an impossible diet! His wife told the nurse, 
“He doesn’t eat like other people; he prac- 
tically lives on frankfurters and bologna. He’s 
never sick and he’s always happy.” Far be it 
from us to tackle his food habits and make 
him unhappy! Anyway, let’s see what he 
actually gets. (See table 3 for details.) 

If he really eats this much every day he 
isn’t doing badly and all we’d have to worry 
about would be the addition of orange juice 
or some other source of vitamin C. We're 


TABLE 1. Daily Caloric Intake 


Determined 


Groups by survey 


Women (at home) 
Women (workers) 
Men 

Children (school-age) 
Adolescents 


1,800 
1,825 
2,300 
2,300 
2,400 


TABLE 2. 


Recommended 
by NRC 
2,400 
2,400 
3,000 
2,000-2,500 
2,600-3 ,200 


Percentage from sweets 
(determined by survey) 


Diet of Nationality Groups in Survey Compared with 


National Research Council’s Recommendations for Certain Foods. 


Recommended 
NRC 


Green and yellow vegetables 

Citrus fruit 

Potato 

Other vegetables and fruit 

Milk and milk products (3 cups) 

Meat, poultry, fish (3 0z.) 

Egg (at least 5 weekly) 

Bread (6 slices) 


Portuguese 


Polish 


Italian French 


= 7 
j 
| 
— | 
22 
22 
19 
24 
27 | 
| 
10 5 8 7 8 
1.0 6 9 6 6 a 
1.0 5 4 1.0 | 
1.0 7 11 7 9 ae 
1.0 43 33 37 1.0 a 
1.0 11 11 1.0 1.0 | 
1.0 5 7 5 
1.0 84 1.15 65 65 


July 1952 


TABLE 3. One Man’s Food Intake Compared with the National Research Council 


STUDY OF FOOD HABITS 


407 


Recommendations 


Food Items 


Ca 
(mg.) 


Calories Protein 


Fe A 


! Niacin 
(mg.) (IU) 


(mg.) Cc 


012 
270 
60 
O78 
916 


Frankfurters— 
Bread—1 loaf 

Rolls—4 344 
Eggs—3 231 
Evaporated milk—1% cups 519 
Sugar—24 tsp. 384 


596 
1,152 


NRC recommended 
allowances 


2.4 

7.2 

2.0 

3.9 1,620 ‘ 
6 1,515 ‘ 8 


5.2 
9.0 
36 


2,880 


16.1 6,015 1.98 2.96 15.36 


not recommending such a limited diet but 
from now on we'll try to be more careful in 
arriving at judgments. 

And so we come to a summary: The con- 
sultant nutritionist and the public health 
nurses of the Rhode Island Department of 
Health, together with the Newport Public 
Health Nursing Association and the Woon- 
* socket Public Health Nursing Association, 
conducted a food habit survey in Rhode 
Island during February 1951 which revealed 
that: 

1. On the average Rhode Islanders eat 
fairly well but many individuals fall far below 
the recommended allowances of the National 
Research Council. 

2. Although racial customs in eating are 
followed to a limited extent, interesting dishes 
of each nationality group have been borrowed 
by other groups. 


3. Plenty of protein has been eaten in the 
form of meat despite its high cost. 

4. Little use has been made of protein ex- 
changes: fish, dried peas and beans, peanut 
butter, and cheese. 

5. The consumption of green and yellow 
vegetables has been fairly good. 

6. We must encourage greater use of milk 
and of foods rich in vitamin C. 

7. The diets contained a fair proportion of 
calories from various sweets although the 
calories for each age group were low in com- 
parison with National Research Council al- 
lowances. 

8. Some of the nationality groups should be 
encouraged to spend their money to include 
more fruit and vegetables and less sweets. 

9. The educational program has been worth 
while over the years in promoting improve- 
ment of food habits. 
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ABSTRACTS ... 


THE COMMON COLD 

There is a tendency to think of the com- 
mon cold as a single virus infection with a 
definite set of symptoms and a fixed duration 
of from five to seven days. Investigation has 
shown, however, that there is a large group 
of virus colds and that various types of 
colds may cause the recurring waves of acute 
respiratory infections that sweep through our 
communities. 

If the clinician is to treat successfully the 
conditions which confront him he must con- 
sider all kinds of acute respiratory infections 
—the whole group of virus colds as well as 
a group of predominantly bacterial colds, 
the secondary invader “let in” by a virus; 
purely bacterial colds; and _ spirillal, spiro- 
chetal, rickettsial, fungus, protozoal, and 
metazoal colds—a grand total of fifty-five 
human varieties of infections. He must also 
recognize allergies and local nose and sinus 
conditions which produce similar irritations. 

By keeping a “cold calendar” a physician 
can easily prove that there are many dis- 
similar types of colds each season. Listing 
the symptoms, the durations, and the compli- 
cations of each new wave of colds shows that 
on the average from five to seven epidemics of 
colds go through the community each year. 
He will have a hunch, after checking public 
health reports, that some of the “colds” are 
really mild or abortive cases of measles, 
whooping cough, pneumonia, scarlet fever, 
poliomyelitis, or some other epidemic or 
endemic disease. 

Since some of the newer remedies are better 
for one type of infection than for another it 
has become increasingly important to identify 
the invading organism before starting treat- 
ment. Since there are different types of in- 
fections and various viruses it is obvious that 
there can be no single remedy for all colds. 
When various remedies are combined and 


used discriminatingly in individual cases sur- 
prisingly good results can be obtained. 

The use of commercial mixed respiratory 
bacterial vaccines has been discouraged and 
there is general acceptance of the idea that 
this type of vaccine has been proved value- 
less, but most of the clinical experiments 
which deprecated their worth were the old 
style large group type. Virus vaccines are 
being freely and enthusiastically administered 
to large groups of people. Careful prelimin- 
ary survey of each patient, better research, 
and ultimately a better virus vaccine would 
help in clarifying the potential value of this 
remedy. Tonsillectomy is undeniably good 
therapy when it is definitely indicated and 
the removal of infected tonsils may produce 
marked improvement in general health and 
may end frequent colds and sore throats. 
Local treatment of the nose and sinuses can 
be very helpful in persons who have gross 
abnormalities in structure. For treating 
acute colds the physician now has available 
anti-infectives (antibiotics and sulfonamides) 
which produce powerful and quick-acting 
effects. 

To treat colds successfully the physician 
should study his patient and choose the 
therapeutic measures that fit the individual's 
need. 


From “The Clinician and the Common Cold” by 
Marshall C. Cheney, M.D., in GP, March 1952. 


HEALTH AND GEOGRAPHY 

Health is a community matter, and today 
the community involved is the entire world. 
Health is a national and an international prob- 
lem with a Number One priority. It takes 
only 142 hours to circle the globe today. 
Therefore our own “health security” depends 
upon measures taken halfway around the 
world to control disease. 
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The problem of communicable diseases is 
but one limited aspect of the field of health. 
Recognizing the fact that a healthy people 
is a nation’s greatest asset the United States 
has put forth massive efforts in the fields of 
research, health education, ‘lisease prevention, 
and therapy. These programs stem partially 
from the humanitarian desire to reduce or 
eliminate pain and misery and also from the 
realization of the social and economic conse- 
quences of health or its absence. 

The costs of illness and of premature death 
are direct economic consequences of ill health. 
Poor health means lower productivity; lower 
productivity means a lower standard of living; 
a lower standard of living means less food, 
less education, and poorer living conditions; 
these in turn mean poor health. On the other 
hand, good health contributes to productivity 
and efficiency and to mental alertness, active 
ambition, and spiritual resilience. Good 
health, democracy, and social and economic 
progress go hand in hand. 

It is clear that sickness, poverty, and lack 
of education form a vicious circle, and the loss 
| in economic terms alone resulting from these 
conditions is incalculable. Up until recent 
years the possibility of breaking this cycle 
seemed dim. Remedies for the control of 
preventable disease, when they were available, 
were beyond the financial means of poor coun- 
tries. Recently, however, discoveries in pre- 
ventive medicine, such as the antibiotics and 
powerful new insecticides, have made it possi- 
ble to control at low cost several of the most 
debilitating diseases. 

Let’s take a quick look at the world health 
scene. Today about one fifth of the world’s 
population lives in economically developed 
areas where health and sanitation conditions 
are relatively advanced and mortality rates 
are relatively low. About another fifth of the 
world’s population lives in areas fairly well 
advanced in the application of modern tech- 
nology. About three fifths of the world’s popu- 
lation lives in technologically backward coun- 
tries, where the standard of living is miserably 
low and bad health conditions are a major 
factor in this tragic situation. Through- 
out the underdeveloped areas in Africa, the 
Near and Middle East, and South Asia up 
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to 90 percent of the rural population is sick 
much of the time or only half well. When 
limited human energies are concentrated on 
the day-to-day struggle for survival the possi- 
bilities of economic and social progress and 
democratic growth are almost nil. 

Doing something helpful about health con- 
ditions in other countries is not a new ex- 
perience for Americans. Up unti! a decade 
ago nearly all of our contributions to world 
health were made by private organizations and 
institutions, and their rich experience has 
contributed greatly to the developing program 
of international collaboration in health. For 
more than a decade the United States has 
been cooperating with the other American re- 
publics through the Institute of Inter-Ameri- 
can Affairs, which is now the operating arm 
of our Point Four program in Latin America, 
in a broad variety of cooperative health pro- 
grams. Today the United States is carry- 
ing on programs not only in our own hemi- 
sphere but in many other parts of the world— 
in Near Eastern countries, Pacific islands, 
Northern Africa, and Southern Africa. 

Any review of world health problems and 
progress would be incomplete without paying 
tribute to the role of the World Health Organ- 
ization, whose seventy-nine member nations 
are dedicated to the WxHo objective—‘the at- 
tainment by all peoples of the highest possible 
level of health.” 

The various governments and Wuo are 
important instruments in the program to 
better world health conditions, but they are 
only instruments. They can be effective only 
by means of individuals working through 
organizations. Individuals must learn to think 
in international terms, not in terms of bounda- 
ry lines. And organizations can contribute 
to the planning and operation of Wo through 
consultative arrangements. There are three 
fundamental types of contributions which indi- 
viduals and organizations can make: (1) to 
continue to seek solutions to the problems 
not yet solved in the field of professional 
knowledge (2) to help transmit our knowl- 
edge and experience to less fortunate coun- 
tries (3) to encourage skilled people to go 
abroad to contribute to the world health pro- 
gram and to assure them that they will not 
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be handicapped professionally by undertaking 
health assignments outside this country. 

Our needs, serious as they are, look small 
compared with those of underdeveloped coun- 
tries. In the United States we have one 
physician for about 700 inhabitants; most 
Latin American countries have one physician 
for from 2,000 to 0,000 inhabitants; Indo- 
nesia has one physician for about 80,000 in- 
habitants. And the shortage of trained nurses 
is even more serious. Iran has about 900 
trained nurses in a population of 17,000,000, 
and Brazil has about 1,300 trained nurses in 
a nation of 52,000,000. 

Despite these grave needs the job must be 
and is being tackled with vigor and enthusi- 
asm. Actions are what really count. The 


program for world health is more than just 
a health concern; it is an endeavor to bring 
about international understanding. 


From an address by the Honorable Willard L. 
Thorp, assistant secretary for economic affairs, De- 
partment of State, at the “Thirty-Second Annual 
Meeting of the National Health Council, Hotel Roose- 
velt, New York City, on March 13, 1952. 


PERSONALITY CHARACTERISTICS OF A 
TUBERCULOSIS GROUP 
Numerous articles have been written to 
describe the psychology of tuberculous pa- 
tients, but very few have tried to determine 
whether the tuberculous are different psycho- 
logically from other disability groups. A 
group of veterans hospitalized for tuberculosis 
was studied for characteristic Minnesota Mul- 
tiphasic Personality Inventory (Mmp1) signs. 
The signs were then compared with the 
findings in five disability groups— 
arthritis, asthma, gunshot wounds, malaria, 
duodenal ulcer. Various groups of the tuber- 
culous were compared with one another also. 
For a period of several months patients ad- 
mitted to a veterans hospital for treatment of 
tuberculosis were given the individual form of 
the Mp1, which comprises 550 statements, 
each printed on a separate card, covering a 
wide range of subject matter and similar to 
questions usually asked in a psychiatric ex- 
amination. The subjects sorted the cards into 
three categories—true, false, and cannot say. 
Based on protracted research with normal and 
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clinically diagnosed abnormal patients the 
scales available identify hypochondriasis, de- 
pression, hysteria, psychopathic deviate, mas- 
culinity-femininity, paranoia, psychasthenia, 
schizophrenia, and hypomania. An attempt 
was made to administer the inventory shortly 
after each patient’s admission so that the 
general circumstances would be comparable 
and so that a long period of hospitalization, 
characteristic of tuberculosis therapy, would 
not be an additional factor. 

The group of eighty-eight patients with 
active pulmonary tuberculosis shows a profile 
that has high points in the so-called neurotic 
triad of hypochondriasis, depression, and hys- 
teria. Compared with the normal group the 
tuberculosis group was higher on hypochon- 
driasis, depression, hysteria, psychasthenia, 
and schizophrenia, and was lower on the 
femininity scale. 

There were two discharge groupings for 
tuberculous patients, the regular discharge 
group whose discharges were considered to be 
in line with their physical condition, and the 
irregular discharge group who left although 
further hospitalization was necessary. The 
irregular discharge patients scored higher on 
the psychopathic deviate scales than did the 
regular discharge patients. This high score 
by irregular discharge patients caused the total 
group score to be higher on psychopathic 
deviate. 

The tuberculosis group is the most deviate 
of the disability groups. It is closest in its 
profile to the arthritis group but is higher than 
that group on hypochondriasis, depression, 
and schizophrenia. The tuberculosis group 
differs most from the duodenal ulcer group. 
The signs that distinguish the tuberculosis 
group from the other disabled groups and also 
from the control group are high neurotic ten- 
dencies (hysteria, depression, hypochondri- 
asis) psychasthenia, and schizophrenia. Low 
femininity also distinguished the tuberculous, 
as well as all the other disability groups, from 
the nondisabled group. 


From “Personality Characteristics of a Tuberculo- 
sis Group” by Thomas J. Hand, M.A., in American 
Journal of Physical Medicine, April 1952. 
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NEW BOOKS 
And Other 


MARRIAGE, MORALS AND MEDICAL ETHICS 
4 


Frederick L. Good, M.D., LL.D., and Reverend Otis F. 
Kelly, M.D. New York, P. J. Kenedy and Sons, 
1951. | 202 p. $3.50. 


This book is written by two physicians of 
the Catholic faith and has the approval of the 
Archbishop of Boston as representing the 
views of the Catholic Church on matters per- 
taining to the various practices in marriage 
relationships. 

The first two chapters present the Catholic 
concept of matrimony (as being a sacrament) 
and the principles of morality related to matri- 
mony. They make reference to and condemn 
as immoral and sinful practices that are con- 
trary to “natural law” or Catholic teachings. 
The third chapter consists of a discussion and 
description of the sexual constitution, that is, 
the organs of reproduction. Although writ- 
ten in simple language this chapter is weakened 
by the absence of drawings or diagrams. 

The major portion of the book is devoted to 
a discussion of conception, including physio- 
logic changes and hormonic effects, medical 
aspects of pregnancy, and regulation of con- 
ception. From a purely factual viewpoint 
there are excellent chapters embodying much 
useful information presented in simple under- 
standable language. The authors take a 
strict Catholic view on contraception other 
than the rhythm method, on artificial insemi- 
nation, masturbation, and divorce. The dis- 
cussion on methods for promoting conception 
is excellent. The treatment of the rhythm 
method is clear and simple and should prove 
of great value to persons preferring that ap- 
proach. 

In the last chapters the authors discuss 
rather briefly, but sympathetically, the rela- 
tionship of mental illness to psychiatry, psy- 
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choanalysis, and religion. The treatment &f 
such subjects as.mental deficiency, psycho- 
therapy, shock treatment, et cetera, is ency- 
clopedic and very sketchy. The authors feel 
that the clergyman and the psychiatrist can 
work hand in hand, but admonish the former 
not to consider himself a psychiatrist merely 
because he listens to confessions and the latter 
not to pass moral judgment. Impotency in 
both male and female is given considerable 
treatment from the physiologic viewpoint. 
There is a lack or almost a complete absence 
of discussion on male impotency, functional in 
origin. 

The book should be of value to marriage 
counselors unfamiliar with the elementary 
medical knowledge relating to sex, the organs 
of reproduction, conception and pregnancy, 
or with the Catholic views on marriage, sex 
relations, and related matters. In using this 
book with clients, either Catholic or non-Cath- 
olic, the counselor should take into considera- 
tion the possible effect strongly religious views 
on the subject might have on a client seeking 
clarification of his own thinking and feeling 
about these matters. 


—Hyman M. Boopisn, Counselor, Marriage Council 
of Philadelphia. 


ORTHOPAEDIC NURSING 


Mary Powell, S.R.N. Baltimore, The Williams and Wilkins 
Company. 1951. 400 p. $5.50. 


The advanced student in orthopedic nurs- 
ing and the orthopedic nurse instructor will 
find this book concise but informative on the 


treatment of the orthopedic patient in Eng- 
land. 
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In the main stress is on the physical and 
mechanical treatment of orthopedic conditions 
with limited discussion of nursing care—the 
exception being the chapters devoted to tuber- 
culosis of the spine and of the hip where the 
author adequately describes daily nursing care 
in detail. Little mention is made of the 
mental or emotional care of the patient which 
is so significant in longterm illness. 

In the chapter “Plaster of Paris Technique” 
it is interesting to note the functions of the 
specialized nurse, such as applying plaster 
casts, making plaster beds, shells, models, et 
cetera, also the cutting and removing of casts. 

The illustrations of splints and appliances 
are helpful in identifying and understanding 
their use and application. This material is 
grouped together in a separate chapter thus 
making it easily accessible for reference. The 
discussion on care of the patient in traction is 
too brief to be of value. 

Follow-up care is discussed in the last 
chapter by the aftercare superintendent of the 
Robert Jones and Agnes Hunt Orthopaedic 
Hospital. The duties of the aftercare sister 
(nurse) are many and varied. Not only does 
she function in the aftercare clinic, but she 
also serves as a consultant in other hospitals 
and makes home visits to patients who can- 
not come to the clinic. 

This text probably can be used in this coun- 
try as collateral reference material for the 
advanced student in orthopedic nursing. It 
is inadequate for the basic student nurse. The 
author has given no chapter summary ques- 
tions, no references, and no bibliography. 


—Mary L. Kerr, R.N., Orthopedic Clinical Instruc- 
tor and Supervisor, Children’s Medical Center, 
Bostoy. 


THE HOME NURSE’S HANDBOOK 


Dorothy Sara and Lucille Gidseg, 


R.N. New York, 
Wilfred Funk, Inc. 1951. 211 p. 


$2.95. 


Members of families on whom the responsi- 
bility for the home nursing care of the sick 
is frequently placed will find this easily read 


and simply written book useful. In these 
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pages are many helpful hints on caring for 
the sick which the person not professionally 
trained will find of assistance both in making 
the patient more comfortable and in conserv- 
ing her own energy. The place of safety and 
accident prevention is inherent in the text. 
The value of the book would have been en- 
hanced if more attention had been given ‘to 
the orthopedic aspects of illness and to good 
body alignment in the pictures in the chapter 
on added comforts for the patient. 

Throughout ‘the book there is a feeling that 
the authors visualize the patient as a per- 
sonality. This feeling of understanding the 
patient will be of help to the family in giving 
care. Those who have not already had the 
benefits of a home nursing course will welcome 
this reference. 


—EtizasetH C. Sroso, R.N., 
NopHN. 


Assistant Director, 


LIVING WITHOUT HATE 


Ph.D. New York, 
269 p. $3.50. 


Alired J. Marrow, 


Harper and 
Brothers. 1951. 


The subtitle of Living Without Hate, 
“Scientific Approaches to Human Relations,” 
adequately describes the approach of Dr. 
Marrow who, under the influence of the late 
Dr. Kurt Lewin, considers psychology “a 
science applicable to real human beings and 
to real human society.” 

This stimulating: book swings the pendulum 
in an approach to group relations. Where 
once social “changers” thought only in terms 
of moral imperatives Dr. Marrow reduces the 
thoughts and actions of men to a science. 
This book turns from moral and _ spiritual 
forces and shows what can be done by scien- 
tific study and experimentation in social 
change. Action coupled with research is 
this school’s theme. In a chapter entitled 
“Good Intentions Without Scientific Meth- 
ods,’ Dr. Marrow dismisses technics other 
than those wholly “scientific.” He classifies 
groups using them as “The Pleaders,” “The 
Educators,” “The Fighters,” and lumps to- 
gether their efforts as a combined failure be- 
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cause they have not used the technic of group 
dynamics. 

The pendulum will swing again to the mid- 
dle because science, education, and religion 
together can supply a more balanced formula 
than science alone. 


—Everett R. Cuincny, President, The National 
Conference of Christians and Jews, Inc. 


CARE OF THE MEDICAL PATIENT 
Margene ©. Faddis, R.N., M.A., and Joseph M. Hayman, 


Jr., M.D. New York, McGraw-Hill Book Company, 
Inc. 1952. 654 p. $4.50. 


The authors explain in the preface that they 
have tried to balance the traditional pattern 
of textbook organization with the newer ap- 
proach which deals with the problems of the 
patient. To illustrate this approach: The 
medical patient is not a “diabetic” but Mr. Z, 
a middle-aged foreign-born man admitted to 
the hospital in a coma.' Initially he needs 
skilled nursing care based on sound knowledge 
of his condition.” During his hospital stay the 
nurse gets to know his wife and three children. 
She learns why he has not taken his insulin 
regularly and why he objects to staying on a 
diet.’ Teaching begins on Mr. Z’s second 
hospital day.* His future needs at home are 
considered in addition to his present needs in 
the hospital. Means of preventing another 
episode of coma are presented.® This is a 
man with diabetes. A history of the disorder, 
studies in diabetes, and its significance to the 
community complete the story.° Major medi- 
cal conditions are considered in this way 
throughout the book. 

The book is written in an easy style and is 
very readable. An overview is presented with 
each chapter and the bibliographies suggest 
many additional sources of information. 
Thought-provoking suggestions for study are 
included. Although few pictures are used the 
administration of oxygen therapy is clarified 
through illustrations. A listing of available 
motion pictures and their sources is presented 
in the section on visual aids. The book may 
not always lend itself to easy use as a quick 
reference because the material is presented 
in a comprehensive way rather than in capsule 
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form. However, periodic rereading of its 
various sections will certainly provide many 
specific suggestions for the improvement of 
nursing care for medical patients. 


PRINCIPLES REFERRED TO IN TEXT 


. The patient as an individual. 

. The nurse’s art, knowledge, and skill. 

. The patient’ s psy I needs. 

. The nurse’s role as a teacher. 

. The nurse’s part in prevention. 

. The nurse’s awareness of the public health 
aspects and implications. 


—Fiorence A. R.N., M.S., Supervisor, 
Out-Patient Nursing Service, Assistant in Medical 
and Surgical Nursing, Cornell University—New 
York Hospital School of Nursing; and Evna L. 
Fritz, R.N., M.A., Head, Medical Nursing De- 
partment, Assistant Professor of Medical Nursing, 
Cornell University—New York Hospital School of 
Nursing. 


THE FACTS OF LIFE 
From Birth to Death 


Louis I. Dublin, Ph.D. New York, The Macmillan Com- 
pany. 1951. 461 p. $4.95. 


This book is a compilation of questions and 
answers regarding the size and composition of 


the population and its health status. The 
questions and answers arise largely from the 
work of Dr. Dublin and his colleagues in the 
Statistical Bureau of the Metropolitan Life 
Insurance Company and from the large num- 
ber of inquiries from individuals, business and 
industry, and various public agencies reviewed 
by the bureau. 

The first six chapters are concerned with the 
population and factors influencing reproduc- 
tion, morbidity, and mortality. Most of the 
remainder of the book deals with specific 
health problems, although the last three chap- 
ters are devoted to public health administra- 
tion, length of life, and the effects of war. 

Some idea of the character of the discussion 
may be obtained by quoting a few of the ques- 
tions: How big is our population likely to be 
in fifty years? What proportion of babies is 
born prematurely, and what are their chances 
of survival? How do family expenditures 
vary with increased income? How many beds 
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are available in hospitals and sanatoria for 
tuberculosis patients? How do deaths from 
disease and injury among the armed forces 
compare with the combat deaths in our wars? 

It may be seen from this brief list of ques- 
tions that the book attempts to bring together 
a great deal of information about the health 
of the population which would otherwise re- 
main scattered in various technical journals 
and books. This should be of value to public 
health nurses and other workers who, in the 
course of their professional activities, wart to 
know more about the factual data on which 
public health programs are, or ought to be, 


GENERAL 


Tue Master Dictionary oF Foop AND COOKERY 
AND Menu Transtator. Henry Smith. New York, 
Philosophical Library, Inc. 1951. 263 p. $4.75. This 
is an essential book of reference for chefs and 
all members of kitchen brigades, for hotel men 
and caterers, for teachers and students of cookery, 
for travelers interested in the foods of other lands. 
Every known dish and variety of food will be 
found in alphabetical order, described precisely. 
All cooking processes are explained and culinary 
terms interpreted. Origins of foods and of the 
names of dishes are generally indicated. 


Speecues Mape Easy. Ben Solomon. Putnam Valley, 
New York, Youth Service, Inc. 1951. 39 p. $1. 
This booklet helps make speechmaking easy by 
giving the reader tips on how to use stories, jokes, 
and quotations in speeches and telling how to read 
a speech—if one must, how to deliver the speech, 
how to introduce the next speaker. Down-to- 
earth explanations and actual anecdotes and quo- 
tations are provided. 


SoMETHING CAN Be Done Asovut CuHronic ILLNEss. 
Herbert Yahraes. Published jointly by the National 
Commission on Chronic Illness and the Public 
Affairs Committee. 1951. 32 p. 25c; special 
quantity rates. Available from Public Affairs Com- 
mittee, 22 East 38 Street, New York 16. This 
pamphlet gives a rounded picture of the problems 
of prevention, treatment, and care that are com- 
mon to most chronic diseases. It shows how 
these problems are being handled and suggests 
what else can be done. 

PROGRESS IN THE ATLANTIC ComMuNITY. Helen 
Moodie. 700 Ninth Street, N.W., Washington 1, 
D.C., Federal Union, Inc. 40 p. Single copy 20c, 
10 copies $1, 100 copies $9. 
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based. In fact, the greatest value of the book 
lies not in the questions or the answers but in 
the impetus which it should give to the health 
worker to investigate for himself the evidence 
upon which our knowledge of the health of the 
population is based. In this connection the 
appendix of selected references for each chap- 
ter as well as the list of general references 
should be of particular value. The reader who 
will use the book as a beginning to a more de- 
tailed study of available information will find 
it a handy guide. 


—Paut M. Densen, Sc.D., Associate Professor of 
Biostatistics, University of Pittsburgh. 


An ANALYsIs OF THE Mutti-Test CLInic oF RICH- 
MOND, VirGINIA. Walter E. Boek. 420 Lexington 
Avenue, New York 17, Health Information Foun- 
dation. 1951. 267 p. $1.50. This monograph is a 
report of the first research project completed by 
the Health Information Foundation. It consists 
of a review of the literature and the straight-run 
analyses of six sample groups of people involved 
in the Multi-Test Clinic of Richmond, Virginia. 
The data that would be of greatest use to health, 
community, and industrial health leaders who 
might be interested in a similar program are pre- 
sented. 


Tue TELEVISION ProGRAM. Edward Stasheff and 
Rudy Bretz. 23 West 47 Street, New York 19, 
A. A. Wyn. 1951. 355 p. $4.95. For all health 
and welfare organizations interested in the use of 
television this is an invaluable guidebook on the 
writing, direction, and production of programs. It 
describes how television differs from other mass 
media and outlines the essentials of writing general 
continuity, commercials, spot announcements, news, 
and scripts for shows of various types. 


CANCER 

Herepity tN Utertne Cancer. Douglas P. Murphy, 
M.D., F.A.C.\S. Cambridge, Harvard University 
Press. 1952. 128 p. $2.50. Report of a study con- 
ducted by Dr. Murphy to determine whether a 
disposition toward cancer is inherited. Findings 
of the study of the occurrence of cancer among 
the relatives of 201 women who were suffering 
from cancer of the uterine cervix are compared 
with those of a similar investigation of 215 control 
families. The book describes in detail the methods 
and materials used in this study and discusses the 
more important cancer studies made elsewhere. 


(Continued on page A10) 


FROM NOPHN HEADQUARTERS 


THE BIENNIAL CONVENTION 
The very first news of the Biennial Nursing 
Convention will be found on page 365. 
Mrs. Bolton’s address was hurried to the 
printer to make this issue also. 
Details of the many important business and 
program meetings will be reported next month. 


SUPPLEMENT TO COST ANALYSIS 

The cost accounting method described in 
Cost Analysis for Public Health Nursing Serv- 
ices is being widely used to compute the cost 
of a unit of service such as a visit or clinic 
session, the cost of a specific program, et 
cetera. However, application of the method 
brought to light five areas requiring further 
study and clarification. The Supplement, just 
received from the printer, reports on refine- 
ments of these areas: selection of time study 
periods; determination of student costs; in- 
fluence of multiple visits and other factors on 
allocation of travel time; allocation of time 
and salaries of specialized personnel; isola- 
tion of public health nursing expenditures in 
an agency which administers other public 
health activities in addition to a public health 
nursing program. 

Everyone who has used or is familiar with 
the first manual will want the companion 
publication, Supplement to Cost Analysis for 
Public Health Nursing Services. Order from 
Nopun, 2 Park Avenue, New York 16. Price 


$1. 


TUBERCULOSIS NURSING INSTRUCTION 

Available now: report of a study to learn 
the nursing content and field experience 
offered to students by universities approved 
for public health nursing. The material 
was collected by questionnaire and sum- 
marized and studied by Jean South, public 
health nursing consultant, JTNAs. Free copies 
of the report may be had upon request until 


the available supply is exhausted. Write to 
Jrnas, 2 Park Avenue, New York 16, for 
Tuberculosis Nursing Instruction in Universi- 
ties for Public Health Nursing Students. 


REPRINTS AVAILABLE 

The following reprints from the April issue 
are now available: Play in Children’s Lives, 
by Dorothy Cleverdon, 20 cents; Twelfth 
Grade Girls Study Problems of Marriage and 
Family Living, by Jane A. Walsh, 15 cents; 
United Community Defense Services Pro- 
gram, by Eva M. Reese, free. 

One copy of each reprint may be secured 
free by NopHN members. 


MENTAL HEALTH PAMPHLETS 
AND REPRINTS 

More than 300 titles of new publications 
relating to mental health have been added to 
the 1951 Catalog of Mental Health Pamphlets 
and Reprints compiled by the National Insti- 
tute of Mental Health in cooperation with 
more than 100 federal, state, and voluntary 
health, welfare, and educational organizations. 

The catalog, which is revised annually by 
the National Institute of Mental Health, 
serves as a comprehensive index of available 
pamphiets, reprints, and leaflets on mental 
health and their principal sources of distribu- 
tion. Materials are listed by appropriate sub- 
category under the following six broad head- 
ings: National Mental Health Program, Men- 
tal Health Information for Professional Per- 
sonnel, Mental Health Guidance, Mental 
Health Problems, Mental Health Services, and 
Study Programs and Group Activity. 

The catalog (Public Health Service Publi- 
cation 19) is available from Superintendent 
of Documents, U. S. Government Printing 
Office, Washington 25, D. C. Price 25 cents; 
a discount of 25 percent is given on orders of 
100 or more sent to one address. 
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ABOUT PEOPLE YOU KNOW 

Dr. George Walter McCoy, director of the National 
Institutes of Health, Uspus, from 1915 to 1937, 
died on April 2 after a short illness. Dr. McCoy 
was one of the nation’s top authorities on leprosy 
and was also widely known for his contributions in 
the fields of plague, tularemia, psittacosis, postvac- 
cination complications, and biologics control. .. . 
Mildred Mouw has been appointed to the faculty of 
the Graduate School of Public Health, University 
of Pittsburgh, as assistant professor of public health 
nursing. Miss Mouw received her B.S. degree from 
Vanderbilt University and her M.A. degree from 
Teachers College, Columbia University. She served 
recently as director of public health nurses, Rochester- 
Olmsted County Health Department, Rochester. . . . 
Lucille Woodville, regional consultant nurse for the 
Children’s Bureau, Federal Security Agency, for the 
past six years, has been assigned as Point Four 
public health nursing consultant for Mexico. 

Dr. Otis L. Anderson is now chief of the Bureau 
of State Services, Public Health Service, succeeding 
Dr. Joseph W. Mountin, who died suddenly on 
April 26. Dr. Anderson was formerly associate chief 
of the Bureau of Medical Services. . . . Captain 
Elinor Virginia Smith of New York has become chief 
nurse of First Air Force, a newly created staff posi- 
tion. Captain Smith will spend most of her time 
stimulating recruiting for the Air Force Nurse Corps. 
. . . Clara Beverly, U. S. Public Health Service nurse 
officer, has been appointed by Pus to direct the 
school of nursing in the Tubman National Institute 
of Medical Arts, part of the Point Four mission 
in Monrovia, Liberia. Miss Beverly will join two 
other Uspus nurses assigned to the mission—Pearle 
Morrison and Dorothy Young. Miss Beverly is a 
graduate of Freedmen’s Hospital School of Nursing 
and has a BS. degree from Catholic University. 

Ruth G. Taylor, chief, Nursing Section, Children’s 
Bureau, participated in the Fifth World Health 
Organization Assembly in Geneva in May as nurse 
representative in the American delegation. ... Dr. 
Charles-Edward Amory Winslow has been awarded 
the Leon Bernard Foundation Medal and Prize by 
the World Health Organization for outstanding con- 
tributions to social medicine. Dr. Winslow is pro- 
fessor emeritus of public health medicine at Yale 
University and is chairman of the Advisory Council 
of NopHn. 

Announcement has been made by Uspus of the as- 
signment of Mrs. Vera Adams of Washington, D.C., 
to the staff of the Alaska Health Department 
Health Center in Juneau. Dr. Scheele, in making 
the announcement, stated that public health nurses 
and midwives are needed now in Alaska and that 
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the opportunity for service for both groups is virtu- 
ally unlimited. He said that the Alaska nurse has 
special opportunities for leadership and_ initiative, 
as well as for active participation in community 
health projects because she may be the only pro- 
fessional public health worker in the area she serves. 
Mrs. Adams took her B.S. degree at Simmons Col- 
lege after which she did graduate work at Catholic 
University School of Nursing. Five other Uspus 
nurses are now serving in Alaska—Anne Poore of 
Summit, New Jersey; Eugenia Wassell, Baltimore, 
Maryland; Anna Bowman, Mamont, Pennsylvania; 
Gladys Ray, Barrett, Minnesota; and Arne Bulkeley, 
Little Falls, New York. Miss Poore is doing public 
health nursing in Hoonah. Miss Bulkeley has just 
transferred from Angoon to the Alaska Health De- 
partment Health Center in Fairbanks. Miss Bow- 
man, Miss Wassell, and Miss Ray are in the An- 
chorage Health Center, where Miss Ray is working 
on a special tuberculosis control project. 

The Alumnae Association, Cornell University-New 
York Hospital School of Nursing, has appointed 
Marguerite Plow as its first fulltime executive secre- 
tary. Since 1947 Miss Plow headed the alumnae 
registry for private duty nurses at the hospital. 


NOPHN FIELD SCHEDULE—JUNE 

Biennial Nursing Convention, 

Atlantic City, N. J. 
Anna Fillmore, Marjorie L. Adams, Mary Eliza- 
beth Bauhan, Hedwig Cohen, Helen Connors, 
M. Olwen Davies, Ruth Fisher, Frances E. 
Goodman, Helen S. Hartigan, Marjory B. Hyde, 
Bessie Littman, Grace K. Luby, Eva M. Reese, 
Dorothy Rusby, Jean South, Elizabeth C. Stobo, 
Louise M. Suchomel, Marie Swanson, Judith E. 
Wallin. 

Other Field Trips 


Marjorie L. Adams Prince Georges County, 


Helen Connors 

Mary Elizabeth Bauhan 
M. Olwen Davies 
Ruth Fisher 

Frances E. Goodman 
Helen S. Hartigan 
Grace K. Luby 
Louise M. Suchomel 


Pittsburgh, Pa. 
Verona, N. J. 

Lake Placid, N. Y. 
Wilmington, Del. 
Wilkes-Barre, Pa. 
Philadelphia, Pa. 
Biloxi, Miss. 
Philadelphia, Pa. 
Lake Placid, N. Y. 


Wichita, Kans. 
Topeka, Kans. 
St. Joseph, Mo. 


Marie Swanson 
Judith E. Wallin 
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NEWS AND VIEWS 


RADIO TRANSCRIPTIONS FOR HEALTH 

The Human Heart, a new series of eight 
fifteen-minute dramatic radio transcriptions on 
diseases of the heart and circulation, sponsored 
by the Public Health Service, Fsa, is now 
available for community health education, and 
can be presented over radio stations for gen- 
eral audiences through state and local com- 
munity sponsorship. 

The programs deal with the major heart and 
circulatory ailments and what can be done 
about them. Each transcription consists of a 
dramatic story, with roles portrayed by lead- 
ing professional actors, and of a short sum- 
mary statement by an eminent authority in 
the cardiovascular field. 

The series was put out to increase under- 
standing of basic facts about these diseases in 
order to allay fears, encourage early diagnosis 
and treatment, stimulate cooperation with the 
physician, and encourage community partici- 
pation in heart programs. 

Prepared under the auspices of the Na- 
tiona! Heart Institute and Division of Chronic 
Disease and Tuberculosis of the Public Health 
Service and the American Heart Association, 
with review by panels of specialists and con- 
sultants, the series was produced by the Com- 
munication Materials Center of Columbia 
University Press. 

The Human Heart transcriptions are now 
available from Communication Materials Cen- 
ter, Columbia University Press, 417 West 
117 Street, New York 27. 


CHRONIC ILLNESS INSTITUTE 

Iowa reports a successful five-day institute 
on chronic disease held in January. The Col- 
lege of Nursing of the University of Iowa and 
the State Department of Health jointly spon- 
sored the meeting which was attended by in- 
structors from the schools of nursing, all the 
county public health nurses, and representa- 
tives from the VNAs. The program was de- 


signed to bring nurses up to date on the medi- 
cal and nursing aspects of chronic illness— 
specifically, diabetes, heart disease, cerebral 
vascular accidents, tuberculosis, and cancer. « 

In the last-day summary of points brought 
out during the discussions it was agreed that 
if care of the chronically ill is to be adequate 
we must have: 

1. Early casefinding, early diagnosis, and 
prompt and adequate treatment to prevent 
disability and longterm illness. 

2. Good nutrition and good general hygiene 
to prevent further chronic illness and to facili- 
tate recovery. 

3. Understanding and sharing among com- 
munity groups of information about the total 
program. 

4. Available rehabilitation facilities. 

5. Awareness on the part of the patient of 
the limitations imposed by his illness and emo- 
tional adjustment and acceptance of these 
limitations. 

6. Economic and social security for the pa- 
tient’s ease of mind. 

7. Support of the entire community to see 
that the chronically ill have the care they 
need. 


MENTALLY ILL IN STATE HOSPITALS 

Overcrowding in many state mental hos- 
pitals is continuing in spite of new construc- 
tion, according to the Public Health Service, 
Federal Security Agency. A report, based on 
a survey by the National Institute of Mental 
Health, shows that nearly 700,000 persons— 
a.figure equal to the population of the state 
of Utah—were patients in state mental hos- 
pitals during 1949. 

Dr. R. H. Felix, director of the institute, 
said that 207 state mental hospitals supplied 
data for the survey. These institutions indi- 
cated that the degree of overcrowding was 
almost as high as in the preceding year—18.1 
percent over the rated capacity. In other 
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words, for every 100 beds a hospital was de- 
signed to provide there were 118 patients in 
the hospital. In nine states the hospitals re- 
ported 30 percent or more overcrowding. 

In 1949 state mental hospitals had only 
2,100 physicians, including superintendents 
and interns, to provide treatment for the 
nearly 500,000 patients resident in the hos- 
pitals each day during the year. The short- 
age of personnel continues to be severe among 
physicians, clinical psychologists, psychiatric 
social workers, nursing personnel, attendants, 
and other therapeutic workers. 

In the United States as a whole there was 
a ratio of slightly more than three mental 
patients per 1,000 civilian population. The 
survey indicates that southern and western 
states have relatively fewer facilities for the 
mentally ill than northern and eastern states. 
For example, New York took care of 5.6 
patients per 1,000 population, compared with 
1.7 in New Mexico. 

Copies of the report may be obtained with- 
out charge from the National Institute of 
Mental Health, Public Health Service, Beth- 
esda 14, Maryland. Ask for Patients in State 
Mental Hospitals: 1949. 


CORTISONE STUDIES 

Radioactive cortisone, which has not been 
produced earlier in sufficient quantity for re- 
search studies, is to be manufactured with the 
aid of funds from the National Institute of 
Arthritis and Metabolic Diseases for use in 
medical research. Radioactive cortisone should 
prove valuable in studying arthritis and the 
various metabolic diseases involving adrenal 
gland hormones. Tracer studies—tracing the 
cortisone through the bodies of experimental 
animals to learn how it produces its effects— 
may help to solve the mystery of how cortisone 
produces dramatic relief for arthritic sufferers. 


MORE Nune BIBLIOGRAPHIES 

Have you seen any of the new NLNE an- 
notated bibliographies? Here are three more 
fine additions: Number 2, Ethics, Group 
Process, History, Psychology and Mental 
Health, Health and Social Aspects of Health, 
Sociology and Anthropology ($2); Number 7, 
Psychiatric Nursing and Mental Health Nurs- 
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ing ($1); and Number 10, Curriculum, In- 
service Education, Library Science, Methods 
of Instruction, Research, Student Selection, 
Evaluation, and Guidance, Administration in 
Schools of Nursing, and Administration and 
Supervision in Nursing Services ($2). 

Order the above from NLNE, 2 Park Ave- 
nue, New York 16. 


COMICS CHEER CHILDREN 

Blondie and her delightful family, accom- 
panied by Prince Valiant, Popeye, and many 
of the engaging Disney characters and other 
beloved figures from the comics, have entered 
on a new career. In an explosion of brilliant 
color the comics have invaded the children’s 
ward at Roosevelt Hospital in New York, 
transforming the plain white walls into a glit- 
tering parade of enchantment. 

Psychiatrists at the hospital believe that the 
pictures have many values for the children, 
providing an atmosphere of warmth and 
stimulating imaginations along wholesome 
lines. Roosevelt is one of two hospitals se- 
lected by the New York State Department of 
Mental Hygiene for pilot experiments in the 
integration of psychiatry with general hospital 
service. 

The decorations were contributed by King 
Features, Inc. The hospital staff finds that 
the comics help the children to feel relaxed 
and secure. 


CERTIFICATION OF SCHOOL NURSES 

The New Mexico State Board of Education 
established requirements for certification of 
school nurses which became effective on July 
1, 1952. All nurses employed partly or totally 
through school funds, regardless of whether 
they are doing specialized school nursing 
service or school nursing as part of a general- 
ized public health nursing program, are af- 
fected by this ruling. 

For a provisional one-year certification a 
nurse must be a high school graduate or must 
have education equivalent to this which meets 
college entrance requirements. She must be a 
graduate of an accredited school of nursing 
and must hold state registration. For a five- 
year public health nurse certificate, in addition 
to the preceding requirements, a nurse must 


July 1952 


have completed a year’s program of study in 
public health nursing approved by the NopHN 
(or NNAs) and must have had at least one 
year’s experience under qualified nursing su- 
pervision in a public health nursing agency. 

The regulations do not apply to nurses who 
have five or more years of tenure—continuous 
service as school nurses. All other nurses who 
have been engaged in school nursing previous 
to the adoption of these regulations have five 
years to meet the requirements of the five- 
year public health nurse certificate. 


RADIO PROGRAMS ON MEDICAL 
RESEARCH 

Transcriptions of The Endless Frontier 
(Raymond Massey, narrator) a series of 
radio programs on five areas of medical re- 
search, are now available without charge to 
independent stations, schools and colleges, and 
community groups. Write for details to 
Health Information Foundation, 420 Lexing- 
ton Avenue, New York 17, or get in touch 


with your local radio station. 


GOLDEN OPPORTUNITIES 

Quite a few vnas have recently had their 
fiftieth anniversaries and have found the 
occasions a golden opportunity to bring their 
services closer to the community and the 
community people closer to the agency. Al- 
though agencies celebrate in different ways— 
by community teas, fairs, theater parties, 
open house, special board meetings, et cetera 
—the experience of the VNa of Portland, 
Oregon, is fairly typical. 

While preparing for the big event the pub- 
lic relations committee came across a collec- 
tion of scrapbooks and old pictures. The idea 
was born to dramatize the highlights of the 
past fifty years in a series of short scenes. 
Everyone entered into the spirit of celebra- 
tion. The newspapers publicized the event in 
gossip and society columns, in feature stories, 
in news items, and photographs, and the radio 
stations had spot announcements. The pub- 
lic relations staff of the Community Chest 
gave professional help. Authentic costumes 
and props were collected from attics and 
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trunks. Rehearsals were fun. The actors 
were primarily the real folk who had given 
life to the association’s story—board mem- 
bers, volunteers, and staff, physicians and 
other professional workers. 

The Night of Nights arrived and in spite of 
competition with Jimmie Stewart and numer- 
ous Hollywood personalities in town for the 
world premiere of The Bend of the River the 
standing room only sign was out early. 

The fiftieth anniversary served as an oc- 
casion to acquaint the public with visiting 
nurse service. As a matter of fact, the board 
and staff found that their own information 
was enriched also. They learned more about 
what their predecessors had done when faced 
with problems. But most important of all 
they honored the sound developments which 
were realized over half a century. The presi- 
dent of the board probably summed it up 
best in her statement, “We have a real tribute 
to pay to workers, past and present, and I am 
impressed and humbled when I think of the 
people who pioneered this community serv- 
ice.” 


PHN’S ROLE IN HEARING PROGRAM 

‘The American Hearing Society has made 
available reprints of Hearing and the Public 
Health Nurse from Hearing News, March 
1952. This article was written by Catherine 
Woods, speech and hearing consultant, Divi- 
sion of Services for Crippled Children, Univer- 
sity of Illinois. She answers many questions 
often in the minds of parents of hard of hear- 
ing children. Send for reprints from the 
American Hearing Society, 817 14 Street, 
N.W., Washington 5, D.C. 


SOCIAL HYGIENE REPRINTS 

The following reprints from recent issues of 
the Journal of Social Hygiene may be pur- 
chased at 10 cents each from the American 
Social Hygiene Association, 1790 Broadway, 
New York 19: Sex Behavior and Sex Inter- 
est in Children by Louise B. Ames, Venereal 
Disease Nursing in Hospitals and Clinics, and 
Venereal Disease Control in Southeast Asia 
by John C. Cutler, M.D. 


| 
\ 
" 
{ 
| 
y 
if 
| 
| 
| 
| 


Nurses! 


INVESTIGATE! 


This Procedure for Making Both 
Albumin and Sugar Tests on One 
5-Drop Portion of Specimen... 
at Your Office or Right at the 
Patient’s Bedside ...in 2 Minutes 
. . » No Corrosive Solutions Re- 
quired ... No Liquid Reagents 
. . » No External Heating 


Portable Kit weighs 4 ounces. 


Measures 34%” x 3” x 1%”. 


REFERENCES 


Blatherwick, N. R., and Dworkin, Joseph 
H.: A Rapid Test for Albumin and Sugar in 
the Same Measured Sample of Urine, J. Lab. 
& Clin. Med. 32: 1042, August 1947. From 
the Biochemical Laboratory of the Metropoli- 
tan Life Insurance Co. 

LaLancette, Therese M.: Test for Albumin- 
uria, Pusic HeattH Nursinc 44: 363, June 
1952. From Chicopee Community Nursing 
Assn., Mass. 


Let Us Send This Bedside Kit 
On Approval 
Or, Write for Leaflet AS-PHN 


CARGILLE SCIENTIFIC, INC. 


117 Liberty St., New York 6, N. Y. 


POSITIONS AVAILABLE 


Advertisements in this col: 

lowing rates: 10c a word with a minimum of $3 for 

words or less, MONEY TO ACCOMPANY . ORDER FOR 

INSERTION. Agency b 

may have ONE insertion up to 50 souls without charge. 

Closing date for copy and cancelation is the Ist of the 
month previous to a 


NURSING SUPERVISOR: visiting nurse organiza- 
tion with 6 staff nurses, student program, covers an 
area: with approximately 60,000 population; require- 
ments: preparation and experience which meet 
Nopun standards; salary open; 1 month vacation; 
2 weeks sick leave; retirement plan; mileage allow- 
ance. Write to Director, Elmira Visiting Nurse and 
Tuberculosis Association, Elmira, New York. 


PUBLIC. HEALTH NURSING SUPERVISOR: to 
direct staff of 5 health department and 3 Ivna nurses; 
annual salary $3,500 with annual increments of $120 
a year up to $3,980; 6’c a mile travel allowance. 
Write to S. D. Sturkie, M.D., Director, Joint Health 
Department, Charlottesville, Virginia. 


STAFF NURSE: wanted immediately ; gencralieed 
public health nursing program; community of 100,000 
population; salary range $2,640-$3,240, depending 
on qualifications and /or experience ; liberal personnel 
policies; retirement; Social Security; cumulative sick 
leave; car optional. Apply to Visiting Nurse Asso- 
ciation, 227- 230 Citizens Building, Decatur, Illinois. 


QUALIFIED PUBLIC HEALTH NURSE: “general- 
ized public health nursing program in county of 55,- 
000; beginning salary $3,600; mileage allowance ; 
vacation, sick leave, and retirement. Apply to Walter 
Tolzman, Chairman, Dodge County Health Com- 
mittee, Court House, Juneau, Wisconsin. 


DIRECTOR: position open July 1; staff: 1 super- 
visor, 7 staff nurses, 2 clerks; NopHN requirements; 
retirement plan; good personnel policies; program 
includes bedside care, tuberculosis, maternity services ; 
student program; beginning salary dependent on 
training, experience. Write to Chairman, Nursing 
Committee, Woonsocket Public Health Nursing Asso- 
ciation, 99 Main Street, Woonsocket, Rhode Island. 


SENIOR PUBLIC HEALTH NURSES: quaeraileed 
urban program; salary range $3,300 to $3,600; 
travel allowance $60 a month; 5-day week, 2 weeks 
vacation, cumulative sick leave; good retirement; 
liberal personnel policies; opportunity for advance- 
ment. Write to Olivia Smythe, R.N., Director of 
Public Health Nursing, Dallas, Texas. 


SUPERV! ISOR: 56-bed nursing home: snett be RN 
with at least 1 year’s experience in supervision; at 
present RN is employed for night supervision; 22 
practical nurses employed; responsibility of total 
nursing care; salary $200 a month; complete main- 
tenance. Write to Mrs. Jessie Jolliffe, R.F.D. No. 2, 
Silver Spring, Maryland. 


PUBLIC HEALTH NURSE: generalized program in 
city health department; salary $295 to $345; 5-day 
week; paid vacation; sick leave; retirement ; car 
furnished; registration in California as RN and Pun 
and driver’s license required. For further details 
write to Fannie Warncke, Director of Nursing, City 
Hall, Oakland, California. 
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STAFF NURSE: generalized public health nursing 
program established over a 10-year period; salary 
$250-$297, depending upon qualifications and experi- 
ence. Apply to Director, Lawrence County Health 
Department, Lawrenceville, Illinois. 


QUALIFIED PUBLIC HEALTH NURSE: new 
health center; 90 miles from New York City; salary 
$3,250-$3,550; official car; good personnel policies. 
Apply to Mr. ‘Michael J. Reddy, Court House, Monti- 
cello, New York. 


PUBLIC HEALTH NURSES: generalized program 
in suburban area; staff education and student pro- 
gram; 5-day week; vacations; sick leave; retirement 
benefits. Write to Jack H. Foster, Personnel Direc- 
tor, The Court House, Arlington, Virginia. 


EXECUTIVE: generalized public health nursing pro- 
gtam for private agency in large Southern city; 
salary $5,000-$6,000, depending on training and ex- 
perience. Write to Box 552, Pustic HeattH Nurs- 
ING, 2 Park Avenue, New York 16, New York. 


PUBLIC HEALTH STAFF NURSE: progressive 
voluntary agency in process of expansion; 5-day 
week; excellent personnel policies; salary based on 
education and experience. Write to Bernard M. 
Blum, M.D., Director, The Fife-Hamill Memorial 
Health Center, Seventh and Delancey Streets, Phila- 
delphia, Pennsylvania. 


PUBLIC HEALTH NURSE: certificate required; 
generalized program in both urban and rural com- 
munities of San Francisco Bay area; salary $291 a 
month to a maximum of $356 in 5 years; car 
furnished. Write to Alameda County Health Depart- 
ment, 576 Callan Avenue, San Leandro, California. 


QUALIFIED NURSES: generalized public health 
nursing program; S-day, 40-hour week; retirement 
plan; Social Security; beginning salary $3,240; car 
optional; good personnel policies. Write to Mary 
I. Breneman, Director, Visiting Nurse Association, 
1008 S. W. 6th Avenue, Portland 4, Oregon. i de 

~ Protessional Counseling and Placement Service of the 

AMERICAN NURSES’ ASSOCIATION 

FREE SERVICE FOR NURSES AND NURSE EM- 
PLOYERS; POSITIONS LISTED IN ALL FIELDS OF 
NURSING THROUGHOUT USA AND TERRITORIES. 

Consult your State Nurses’ Association if a State 
PC & PS has been established. Otherwise consult the 
office of the PC&PS of the ANA at 8 South Michigan 
Avenue, Chicago 3, Illinois. 


SCHOOLS ACROSS THE NATION PREFER 


GOOD-LITE TRANSLUCENT EYE CHART 
ACCURATE REFERRALS WITH SIMPLICITY 


More and more schools find they can detect 
children needing eye care easier when they use the 
Good-Lite Translucent Eye Chart. With the Good- 
Lite Chart, they obtain accurate referrals each 
year (even in kindergarten)—yet use simple equip- 
ment and instructions the average layman can 
easily understand. 


Accepted by the Council of Physical 
Medicine & Rehabilitation, American 
Medical Association. 


Approved by Underwriter.’ Laboratories. 


PERMANENT welded metal cabinet. Printed 
matter embedded in hard bakelite plastic which 
may be washed repeatedly. Weighs only 4 Ibs. 
Uses standard 8 w. daylight fluorescent bulb for 
100 volt A.C. 

Only $25.00 complete 
THE GOOD-LITE MFG. COMPANY 
7638 Madison Street, Dept. C. 
Forest Park, Ill. 


oO Please send illustrated literature. 


oOo Please send --..-Translucent Eye Charts 


complete with initials and children’s “E” 
@$25.00 each. 


Address 
City & Zone -. 
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VISITING NURSE BAG 


This Seal Grain Cowhide Leather Lined 
Bag is the accepted standard of visiting 
nurses throughout the world. 


Equipped with lining that is removable, 
either white washable or black rubber. 


Write for details and prices 


ERPENBECK & SEGESSMAN 
417 N. State St. Chicago 19, Ill. 


Books 


(Continued from page 414) 


PUBLIC HEALTH 


INTERGOVERNMENTAL RELATIONS IN PuBLIC HEALTH. 
Laurence Wyatt. Minneapolis, University of Min- 
nesota Press. 1951. 212 p. $3.50. The fourth 
research monograph in the Intergovernmental Re- 
lations Series includes chapters on the United States 
Public Health Service, the United States Children’s 
Bureau, other national agencies, Minnesota state 
and local health departments, other state agencies 
and state-local relations, and interstate and inter- 
local relations, an appendix giving results of ques- 
tionnaires sent to city and village health officers in 
Minnesota, a selected bibliography, and an index. 


HEALTH EDUCATION 


HeaLttH InstrucTiON YEARBOOK 1951. Oliver E. 
Byrd, M.D., F.A.P.H.A., Ed.D., editor. Stanford, 
Stanford University Press. 1951. 236 p. $3.50. 
Helpful reference for teaching high school and 
college health courses. 


GENERAL 


HanDBOOK OF DANGEROUS MATERIALS. N. Irving Sax. 
New York, Reinhold Publishing Corporation. 1951. 
848 p. $15. This complete reference book cover- 
ing over 5,000 hazardous industrial and chemical 
materials, explosives, fungus infections, and radi- 
ation hazards will be of value to those concerned 
with handling, storing, or shipping dangerous 
items. Information about each material includes 
maximum allowable concentration, toxicity, 
flammability, storage and handling, physical prop- 
erties, formulas and shipping regulations, first aid 
suggestions, fire extinguishing agents, and other 
pertinent data. 


Dynamics IN Group Discussion. Class Project, 
Curriculum Development in Schools of Nursing; 
Instructor, Loretta Heidgerken, R.N., Ed.D. Wash- 
ington, D.C., The Catholic University of America 
Press. 1952. 11 p. 25Sc. 


Al0 


EDUCATIONAL DIRECTOR: voluntary agency; 
Southern city; generalized program; graduate and 
undergraduate students accepted for field experience ; 
requirements: B.S. in public health nursing, experi- 
ence in visiting nursing; 40-hour week, 1 month va- 
cation; automobile not required. For details write 
to Director, Visiting Nurse Service, 300 West York 
Street, Norfolk, Virginia. 

PUBLIC HEALTH NURSES: general rural pro- 
gram; salary: public health nurses, $2852-$3560; 
graduate nurses as assistant PHns, $2540-$2972; $20 
monthly car rental plus upkeep; 5-day week, vaca- 
tion, sick leave, and retirement benefits. Write to 
Mrs. Earle W. Gibbs, State Health Department, Rich- 
mond, Virginia. 

PUBLIC HEALTH NURSES: generalized family 
and community program, including school health; 
$3,527-$4,005 a year; training program open to grad- 
uate nurses, 20 to 30 years, $3,268-$3,541 a year, 
trainees take academic work at university while gain- 
ing paid experience in field; 40-hour week; liberal 
vacations and sick leave; pensions; educational leave; 
inservice training. Apply to Detroit Civil Service 
Commission, 735 Randolph Street, Detroit 26, Mich- 
igan. 

PUBLIC HEALTH NURSES: New York City De- 
partment of Health; immediate appointment on pro- 
visional basis; generalized service includes maternal 
and child care, school health and communicable dis- 
ease control; starting salary $2650, 37-hour week, 
liberal vacation and sick time allowance, pension 
rights; inservice training; applicants (except New 
York State veterans) must not have reached 36th 
birthday. Write to Bureau of Public Health Nurs- 
ing, City Health Department, 125 Worth Street, 
New York 13, N. Y. 

PHYSICAL THERAPY SUPERVISOR: wanted im- 
mediately; graduate of approved school of physical 
therapy, preferably with nursing background and 
public health nursing experience; therapist responsible 
for limited caseload and for staff education and 
supervision in the field of physical therapy; service 
to patients in their homes; long established, well 
endowed public health nursing agency, affiliated with 
Community Chest; in central Massachusetts, city of 
200,000 population; easily accessible to Boston; staff 
of 35 field nurses; liberal personnel policies including 
5-day week, a private retirement plan, and Social 
Security; salary open. Appiy, stating preparation 
and experience, to Director, District Nursing Society, 
8 Chestnut Street, Worcester 2, Massachusetts. 
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DESITIN 


Desitin Ointment is a non-irritant blend of 
high grade, crude Norwegian cod liver oil (with its un- 
saturated fatty acids and high potency vitamins A and 
D in proper ratio for maximum efficacy), zinc oxide, tal- 
cum, petrolatum, and lanolin. Does not liquefy at body 
temperature and is not decomposed or washed away 
by secretions, exudate, urine or excrements. Dressings 
easily applied and painlessly removed. 


Tubes of 1 02., 2 02.,40z., and 1 Ib. jars. 
write for samples and reprints 


DESITIN CHEMICAL COMPANY @ 


70 Ship Street + Providence 2, R. |. 


1 


OINTMENT. 


the pioneer external 
cod liver oil therapy 


“soothing, drying 
and healing’’’* in 
infant dermatoses 


protective — Desitin Ointment 
“showed definite prophylactic 
properties” with the incidence 
of nonsuppurative dermatoses 
about one-third that of control 
group. 


therapeutic — Desitin Ointment 
“was used successfully” in the 
treatment of both non-infect- 
ious dermatoses and various 
infections of the skin in the 
newborn infant. 


in diaper rash 

e exanthema 

@ non-specific dermatoses 
e intertrigo e chafing 

e irritation 

(due to urine, excrement, 
chemicals or friction) 


1. Heimer. C. B., Grayzel, H. G., and Kramer, B.: Archives of 
Pediat. 68:382, 1951. 


2. Behrman, H. T., Combes, F. C., Bobroff, A. and Leviticus, R.: 
ind. Med. & Surg. 18:512, 1949. 
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You'll add extra comfort to 
your career . . . the moment 
you add these crisp, figure- 
flattering dresses to your 
wardrobe! Each is splendidly 
tailored in the newest length 
and fullness. Both are made 
of finest, specially selected 
Blue - and - White - Striped 
Combed Yarn Seersucker. 


Order now! These sensation- 
ally low BRUCK’S prices will 
save you many dollars. 


PUBLIC HEALTH STYLE 910 


Professionally correct, won- 


drously wearable; 


7-gore, 


fly-front skirt; action back; 
blue buttoned waist. Sizes 


10-20, 40-46. 


Only 


$850 


Matching 
BERET or CAP 
$1.50 each 
Small, Medium, 
Large 


NOPHN STYLE 920 


Brilliantly crafted for endur- $ 95 : 
ing loveliness. Carefully pro- re 
portioned to ensure perfect (j 
fit. Sizes 10-20, 40-46. Still 


NEW YORK e_ PITTSBURGH — Dept. PH-7 


DETROIT e@ CHICAGO IMMEDIATE DELIVERY 387 Fourth Avenue 
New York 16, N. Y. 


Picture yoursel 
SJ 
Ne 
— 
ov il, 
VISIT OUR SHOPS * 


